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Thesis Abstract 
Coping, Mindfulness, Occupational Stress and Burnout amongst Healthcare 
Professionals Employed Within Forensic Inpatient Settings 
 
Although working within forensic inpatient settings can be emotionally challenging and 
stressful, no research has investigated the role of coping and mindfulness upon occupational 
stress and burnout amongst mental healthcare professionals (MHCPs) employed within 
secure hospitals (SHs).   
The literature review explored the effectiveness of Mindfulness Based Stress Reduction 
(MBSR) programmes on psychological functioning in healthcare professionals. MBSR 
appeared to be effective in reducing anxiety, depression, trait anger, rumination and stress, 
and increasing mindfulness and self-compassion. However, MBSR did not prove to be as 
effective in reducing burnout or improving resilience. Abbreviated MBSR programmes of 
less than four weeks appeared to be a viable alternative to the standard eight week 
programmes. Improved quality studies with more robust study designs were recommended.  
The research study investigated the role of coping and mindfulness upon occupational stress 
and burnout amongst MHCPs employed within forensic inpatient settings. A total of 151 
MHCPs from five SHs in Wales completed four questionnaires, measuring dispositional 
mindfulness, coping, occupational stress and burnout.  MHCPs reported elevated levels of 
occupational stress. Despite moderate levels of emotional exhaustion and depersonalisation, 
MHCPs retained a positive sense of personal accomplishment, and felt confident in 
performing their duties. Higher levels of mindfulness were significantly associated with 
lower levels of maladaptive coping, stress and burnout levels, therefore, mindfulness based 
interventions (MBIs) could prove to be a viable intervention to support MHCPs in SHs. 
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Higher levels of the mindfulness facet, acting with awareness, were found to significantly 
predict lower levels of emotional exhaustion and depersonalisation. This research also 
suggested that higher levels of acting with awareness may help prevent emotional exhaustion 
and depersonalisation in MHCPs employed in SHs. 
The literature review and research paper findings were discussed in relation to theory 
development, clinical implications and future research, followed by a reflective commentary 
detailing process and personal issues that the researcher encountered from conducting the 
research study. 
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Large Scale Research Project  
Research Proposa1 
 
1. Project Title and Setting  
The title of the project is ‘The role of mindfulness and coping on burnout and occupational 
stress amongst healthcare professionals employed within forensic inpatient settings.’ The 
research will apply to forensic mental health professionals that work within a low and/or 
medium secure inpatient setting (see Section 6). Patients detained at these hospitals will have 
been assessed as mentally disordered, have committed offences within the criminal justice 
system and they also require conditions of enhanced security.  
 
2. Supervision  
Dr. Katie Ann Elliott, Consultant Clinical Psychologist at Ty Llywelyn Medium Secure Unit, 
will be providing supervision for the project. Additional supervision may be required from 
Programme team staff relating to the data and statistical analysis.  
 
3. Background  
Introduction  
There is an increasing level of stress and work related burnout amongst healthcare 
professionals (Goodman & Schorling, 2012) and this can be costly to all those involved 
(Griffin, Hogan, & Lambert, 2012). A large amount of research has investigated occupational 
stress among healthcare professionals, however, less research has investigated occupational 
stress and burnout in healthcare professionals that are employed within forensic mental health 
services such as secure hospitals (Elliott & Daley, 2012).  
 
Model of Burnout  
In relation to a model of burnout, Maslach, Jackson, and Leiter (1996) highlighted that 
burnout is characterized by three key features, emotional exhaustion, depersonalization and 
reduced personal accomplishment. Burnout is likely to occur in professionals that work 
directly with others. Emotional exhaustion refers to individuals feeling emotionally drained 
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and consequently feeling they cannot fully interact with others within a professional capacity. 
Depersonalization involves individuals developing negative attitudes relating to other staff 
members and clients. Maslach et al. (1996) highlighted that emotional exhaustion and 
depersonalization are highly correlated and that depersonalization can be viewed as a 
response to emotional exhaustion and consequently professionals may treat clients in an 
impersonal manner. Reduced personal accomplishment refers to individuals perceiving their 
level of competence and success at work negatively.  
 
Level of Burnout in Forensic Mental Health Settings  
Working within a forensic mental health setting involves professionals being exposed to 
emotionally demanding situations with both staff and service users, this, in turn can increase 
the risk of staff burnout (Jones, Janman, Payne, & Rick, 1987; Rajan et al., 2007). A number 
of research studies to date have found that working within a forensic mental health setting is 
associated with increased occupational stress and burnout (Buunk, Ybema, Gibbons & 
Ipenburg, 2001; Chadler & Nolan, 2000; Dennis & Leach, 2007; Elliott & Daley, 2012; Jones 
et al., 1987; Kirby & Pollack, 1995; Oddie & Ousley, 2007; Rajan et al., 2007; Shelby, 
Stoddart & Taylor., 2001; Thorpe, Righthand & Kubick, 2001; van der Ploeg, Dorresteijn & 
Kleber, 2003; van Dierendonck, Schaufeli & Buunk, 1996). However, many of these studies 
have limitations with regards to small sample sizes, relying on single assessment measures 
and obtaining limited demographic data. In addition, the majority of the studies explored 
occupational stress and burnout in nurses working within forensic mental health services, 
therefore, more research is required focusing on different professional groups.  
 
The Relationship between Burnout, Occupational Stress, Coping & Mindfulness in 
Forensic Mental Healthcare Professionals (FMHCP) 
Mindfulness  
There is a growing body of evidence that suggests that mindfulness is associated with 
reduced stress and increased psychological well-being, this, therefore provides support for the 
use of mindfulness training with individuals that experience stress (Branstrom, Duncan & 
Moskowitz, 2011). There are a number of studies that have investigated the effectiveness of 
mindfulness interventions on occupational stress and burnout in different professional groups, 
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including healthcare professionals (see Section 17). Mindfulness interventions, namely 
Mindfulness Based Stress Reduction (MBSR) have been found to reduce occupational stress 
and burnout (Brady, O’Conner, Burgermeister & Hanson, 2012; Goodman & Schorling, 
2012). However, there have been no studies to date that have explored the nature of the 
relationship between mindfulness, burnout and occupational stress among FMHCPs. 
  
Coping  
A large amount of research has been conducted into coping and stress, however, there is near 
to no research that has investigated the nature of the relationship between coping, burnout 
and occupational stress in FMHCPs. Elliott & Daley (2012) found that FMHCPs used a 
variety of coping strategies, including healthy and unhealthy strategies; however, higher 
levels of burnout were associated with unhealthy coping strategies. Interestingly, Gould, 
Watson, Price and Valliant (2013) reported that prison officers working with young offenders 
used adaptive coping strategies but still reported high levels of burnout. This suggests that 
there are other factors, such as gender and length of experience that could influence level of 
burnout. Similarly, Hellin (1999) found that the longer staff had worked at Ashworth High 
Secure Hospital, the greater their level of emotional exhaustion. Gender of the client group 
that FMHCP work with may also influence level of burnout. Rajan et al (2007) found that 
nurses working on a women’s ward in a medium secure hospital experienced a significantly 
greater increase in emotional exhaustion compared to those nurses working on the male ward. 
A number of demographic and health related factors, including staff length of experience and 
gender, will be examined in relation to how they influence burnout in the present study.  
 
The Relationship between Coping, Mindfulness and Perceived Stress in Forensic Mental 
Healthcare Professionals (FMHCP)  
A limited number of studies have investigated the relationship between mindfulness and 
coping styles, and no studies to date have investigated the relationship between coping, 
mindfulness and perceived stress in forensic mental healthcare professionals. Palmer and 
Rodger (2009) found that mindfulness was positively associated with rational coping (helpful 
coping) and was negatively associated with emotional and avoidant coping (unhelpful 
coping) and perceived stress. This perhaps suggests that individuals who use mindfulness 
skills are more likely to employ helpful coping strategies, whereas individuals who do not use 
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mindfulness are more likely to use unhelpful coping strategies and report elevated levels of 
stress.  
 
Summary of Present Study  
There is a lack of research looking into burnout and occupational stress among FMHCPs. 
Working in forensic services can be stressful and dangerous; this in turn can lead to high staff 
turnover and increased absenteeism. The present study will therefore build on existing 
research by exploring burnout and occupational stress in FMHCPs employed within secure 
settings in Wales. Existing studies that have looked at occupational stress within forensic 
services have mostly focused on nurses working within forensic mental health services; 
therefore, the present study will be looking at nurses and other disciplines that work within 
these settings.  
Mindfulness could be a possible intervention for FMHCPs to help reduce staff burnout and 
stress and increase psychological well-being. This, in turn, could reduce staff sickness and 
staffing turnover. Some studies have looked at the effectiveness of mindfulness interventions 
with healthcare professionals; however, no studies have looked at the relationship between 
mindfulness, coping, burnout and occupational stress among FMHCPs. The primary aim of 
the study will be to investigate whether increased mindfulness is associated with decreased 
stress and burnout and amongst FMHCP. A secondary aim of the study will be to investigate 
whether adaptive coping is associated with decreased stress and burnout among FMHCPs. A 
third aim of the study will be to explore the nature of the relationship between mindfulness 
and coping styles and whether these two factors influence perceived stress in FMHCPs.  
 
4. Hypotheses and Research Question  
The following predictions have been made for the present study:  
a) Healthcare professionals employed in an inpatient forensic setting will report elevated 
levels of burnout and occupational stress compared with mean or norm scores for other 
groups of healthcare professionals.  
b) Healthcare professionals employed in an inpatient forensic setting that report reduced 
levels of mindfulness will also report increased levels of burnout and occupational stress.  
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c) Healthcare professionals employed in an inpatient forensic setting that report increased 
use of maladaptive coping strategies will also report increased levels of burnout and 
occupational stress.  
d) Healthcare professionals employed in an inpatient forensic setting that report increased 
use of adaptive coping strategies will also report increased use of mindfulness and 
reduced levels of perceived stress.  
 
5.  Overlap with Previous Assignments  
The MAP focused on the efficacy of parenting interventions for child and adolescent conduct 
problems. The SRRP involves analysing the data of a client satisfaction survey that was 
completed with service users at Ty Llywelyn Medium Secure Unit. The presentation looked 
at the effectiveness of mindfulness interventions for depression in older adults. The processes 
and mechanisms essay focused on the role of implicit memory in post-traumatic stress 
disorder (PTSD).  
 
6. Participant Recruitment  
Potential participants will be FMHCPs that are employed within five different secure 
hospitals in Wales that all provide a forensic service. Professionals will include individuals 
from different disciplines including nursing, occupational therapy, psychiatry, psychology, 
social workers, ward based support staff and any other therapists.  The five units are as 
follows: 
 
a) The Casewell Clinic: A 50 bedded medium secure unit, however, it will have 64 beds 
once it is fully commissioned. This hospital is within the Abertawe Bro Morgannwg 
University Health Board area. There are a total of 195 staff at this hospital.  
b) Llanarth Court: A 114 bedded unit. 49 beds are within the low secure facility and 61 are 
within the medium secure facility. The remaining 4 beds are part of the community 
rehabilitation service but staff working solely in this service will be excluded from the 
study, as it is not an inpatient service. It is run by a private company Partnerships in Care 
(PIC). There are a total of 229 staff at this hospital. 
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c) Ty Llywelyn Medium Secure Unit (MSU): A 25 bedded medium secure unit. This 
hospital is within the Betsi Cadwaladr University Health Board area. There are a total of 
100 staff at this hospital.  
d) Cwm Seren: An 18 bedded low secure unit. This hospital is within the Hywel Da 
University Health Board area. There are a total of 70 staff at this hospital.  
e) Whitchurch Hospital: A 25 bedded low secure unit. The hospital is within the Cardiff 
and Vale University Health Board area. There are a total of 56 staff at this hospital.  
 
All hospitals have confirmed their participation in the research project, therefore, there is a 
total of 650 participants for the research study. Local R&D approval has been obtained for 
Betsi Cadwaladr University Health Board and Hywel Da University Health Board. Local 
R&D approval has been submitted to Abertawe Bro Morgannwg University Health Board 
and the trainee is still awaiting a response. The trainee is currently collating all the relevant 
documentation for submission for local R&D for Cardiff and Vale University Health Board.  
 
7.  Proposed Design and Procedures  
 
Design  
Postal research packs will be distributed to FMHCPs that work within six low and medium 
secure hospitals in Wales. A questionnaire design will be employed as the postal research 
packs will include a Background Information Questionnaire and four different self-report 
questionnaires, (see section 8). Questionnaires are relatively easy to administer and score and 
they also directly assess the participants’ views about a topic area. However, questionnaires 
also have limitations related to social desirability response bias.  
 
Procedures 
It is anticipated that the research contact in each hospital will distribute the research packs to 
all staff that work in their unit. The research packs will include a Participant Information 
Sheet which includes information about the nature of the study, the voluntary nature of taking 
part, confidentiality, the wish to withdraw from the study and relevant contact numbers that 
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participants could use for emotional support. The completed research packs will be then 
returned in a pre-paid envelope to the North Wales Clinical Psychology Programme. 
Research contacts in each hospital will also be provided with a reminder letter by the Trainee 
Clinical Psychologist to distribute to all staff one month after the initial distribution of the 
research packs. 
 
8. Measures  
A Background Information Questionnaire will be included in the postal research packs. The 
questionnaire will ask participants about a number of demographic and health related factors. 
These include age, gender, marital status, children, ethnic origin, smoking, alcohol, caffeine, 
drug use, life events, occupation, length of experience in inpatient services, sick leave, type 
of unit they work on and gender of patients they have most contact with. Participants will 
also be asked about the amount of supervision they receive.  
 
Four self-report questionnaires will be included in the postal research packs. They are as 
follows: 
 
The Maslach Burnout Inventory (MBI) – Human Services Survey (Maslach et al., 1996) 
A 22 item questionnaire that assesses three core dimensions of burnout including emotional 
exhaustion (EE), depersonalization (DP) and reduced (PA) personal accomplishment (refer to 
section 3). Burnout is present with high scores on the EE and DP scales and low scores on the 
PA scale. Reliability coefficients for the subscales were as follows: .90 for EE, .79 for DP 
and .71 for PA. The test-retest reliability for the subscales was as follows: .82 for EE, .60 for 
DP and .80 for PA (Maslach et al, 1996). Elliott & Daley (2012) reported a Cronbach’s 
coefficient alpha of .78 for the MBI with FHCP.  
 
The Staff Stressor Questionnaire (SSQ) (Hatton et al., 1999) 
A 33 item questionnaire that assesses work stressors among health care professionals. The 
SSQ has seven subscales: client’s challenging behaviour, client’s poor skills, lack of staff 
support, lack of resources, low job status, bureaucracy and work-home conflicts. Higher 
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scores on the SSQ suggest higher levels of perceived stress. Hatton et al (1999) found that all 
subscales had adequate internal reliability. Elliott & Daley (2012) reported a Cronbach’s 
coefficient alpha of .82 for the SSQ with FHCP.  
 
The Brief Cope Inventory (BCI) (Carver, 1997) 
A 28 item questionnaire that assesses a broad range of coping strategies. The BCI originally 
has 14 subscales; however, Hastings & Brown (2002) found good levels of reliability for two 
dimensions of staff adaptive and maladaptive coping with teachers and support staff working 
in special schools for children with mental retardation. The adaptive coping subscale was 
made up of 16 items (adaptive coping, planning, positive reframing, acceptance, humour, 
religion, using emotional support and using instrumental support) and Cronach’s alpha was 
0.83. The maladaptive coping subscale was made up of 12 items (self-distraction, denial, 
venting of emotions, substance use, behavioural disengagement and self-blame) and 
Cronbach’s alpha was 0.75. These two dimensions will be used in the present study.  
 
The Five Facet Mindfulness Questionnaire-Short Form (FFMQ-SF) (Bohlmeijer, ten 
Klooster, Fledderus, Veehof & Baer, 2011)  
A 24 item questionnaire designed to measure mindfulness. The FFMQ-SF includes five sub-
scales and they have all demonstrated adequate internal consistency: observing (.78), 
describing (.91), acting with awareness (.86), non-judging of inner experience (.86) and non-
reactivity to inner experience (.73). The FFMQ-SF was developed and assessed in a sample 
of adults with clinically relevant symptoms of depression and anxiety. It was then cross 
validated in an independent sample of patients with fibromyalgia (Bohlmeijer et al., 2011). 
Higher scores indicate more mindfulness.  
 
9. Data Management & Analysis 
Due to using a postal research pack design, it is anticipated that a 30% response rate will be 
achieved. Elliott & Daley (2012) obtained a 32% response rate, from a total of 422 packs that 
were distributed to FHCPs, 135 were returned. For the present study it is anticipated that 400 
questionnaires will need to be distributed in order for 80-100 questionnaires to be returned.  
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The Background Information Questionnaire and the rest of the four questionnaires all 
produce quantitative data.  Quantitative data will be analysed using SPSS, a statistical 
package typically used in Social Sciences. The primary aim of the study will be to investigate 
whether increased mindfulness and adaptive coping is associated with decreased stress and 
burnout amongst FMHCPs. A regression model will be used to investigate this with the 
dependant variable being burnout or stress. A secondary aim of the study will be to explore 
the nature of the relationship between mindfulness, coping and perceived stress; therefore, 
correlations between these factors will be completed. However, a regression model with 
stress as the dependant variable may also be completed to establish whether FMHCPs that 
report increased use of adaptive coping strategies will also report increased use of 
mindfulness and reduced levels of perceived stress.  
 
10. Diversity  
The participant information sheets, instruction sheets and contact sheets will be translated 
into Welsh via the university translation department. This is a pertinent issue relating to this 
study as it is anticipated participants will be recruited from areas of Wales where the medium 
of Welsh is very prominent.  
 
11. Proposed Journals 
Proposed journals for the review and research paper include the Journal of Forensic Practice, 
Journal of Forensic Psychiatry and Psychology, Legal and Criminological Psychology and 
Mindfulness.  
 
12. Ethical/Registration Issues  
The study will require NHS research permission. In line with changes made to the remit of 
the Research Ethics Committee (REC) by the Governance Arrangements for Research Ethics 
Committee (GAfREC) in September 2011, research involving staff does not require an REC 
review. The study will also require research permission from the private company 
Partnerships in Care.   
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13.  Feedback 
Results from the research will be disseminated in a number of ways. The preferred format for 
the feedback of the research findings will be discussed with the research contact at each 
hospital, however, it is anticipated that a report will be completed that summarises the main 
findings from the study. The report will then be distributed to the research contacts in each 
hospital so that the findings can be fed back to Operational Managers, Heads of Departments, 
multi-disciplinary team members and the employees that took part in the research. A 15 
minute PowerPoint presentation on the empirical study will also be presented at the North 
Wales Clinical Psychology Programme’s annual conference. If necessary a confidential 
report will also be completed for relevant Heads of Department regarding any comments 
made by staff members.  
 
14. Risk Assessment  
The research may find that professionals from particular hospitals or professional groups 
have elevated levels of burnout and/or occupational stress; this cannot be addressed in the 
empirical study but will be fed back to relevant research contacts or Heads of Departments. 
Relevant contact numbers for participants will again be provided. Participants may also 
disclose work related issues that are causing them ongoing stress or may perhaps be 
breaching hospital or company policies; again this information will need to be treated with 
caution and fed back to the relevant people. 
 
15. Data Storage  
During the project all data will be stored in locked cabinets at Ty Llywelyn MSU. All raw 
data will be shredded upon completion of the data analysis and report writing.  
 
16. Financial Information  
Please see LSRP Proposal Expenses Form.  
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17. Literature Review  
The literature review will involve looking at the effectiveness of mindfulness based 
interventions with healthcare professionals and then more specifically within forensic 
settings. Issues relating to implementation of the mindfulness based interventions within 
forensic settings will also be discussed.  
 
18. Timetable  
Table 1. Timetable of projection completion.  
Date  Task Name of individual that is 
responsible for the task 
16th July 2013  LSRP Proposal Submission  Sarah Kriakous  
November 2013 – 
January 2014   
School of Psychology Research 
Ethics  Application  
Sarah Kriakous  
February - March 2014  Approach hospitals regarding 
participant recruitment  
Sarah Kriakous & Dr. 
Katie Ann Elliott  
April - May 2014  Research Ethics Application  Sarah Kriakous 
June– September 2014 Introduction and Method of 
empirical study 
Sarah Kriakous 
June – September 2014  Data Collection  Sarah Kriakous 
July 2014  LSRP Progress Report 1  Sarah Kriakous 
October– December 
2014  
Data Analysis and Results and 
Discussion sections of the empirical 
paper  
Sarah Kriakous 
November 2014  LSRP Proposal Report 2 Sarah Kriakous  
January – March 2015  Literature Review  Sarah Kriakous 
March – April 2015  Discussion Paper and Thesis 
Abstract  
Sarah Kriakous 
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1st May 2015 Draft version of LSRP to TC and 
supervisor  
Sarah Kriakous  
June 2015 LSRP Submission  Sarah Kriakous  
June 2015  VIVA Sarah Kriakous 
August 2015  Draft LSRP Presentation  Sarah Kriakous 
September 2015  LSRP Presentation at the North 
Wales Clinical Psychology Annual 
Conference  
Sarah Kriakous 
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COLEG IECHYD A GWYDDORAU YMDDYGIAD 
COLLEGE OF HEALTH & BEHAVIOURAL SCIENCES 
YSGOL SEICOLEG 
SCHOOL OF PSYCHOLOGY 
 
RHAGLEN SEICOLEG CLINIGOL GOGLEDD CYMRU 
NORTH WALES CLINICAL PSYCHOLOGY PROGRAMME 
Participant Information Sheet 
1. Study title 
 
The role of mindfulness and coping on burnout and occupational stress amongst health 
care professionals employed within forensic inpatient settings 
 
2. Invitation to participate  
 
You are being invited to take part in a research study. Not much is known about the way staff 
members feel about their work and the services they work within, however, staff members are 
fundamental to running a service. Therefore, I would be interested in finding out about your 
views relating to your work and the service you work within. Before you decide whether to 
take part in the research, or not, it is important to read this participant information sheet as it 
provides you with all the information you need to make an informed decision.  
 
3. What is the purpose of the study? 
 
Working in forensic services can be emotionally challenging and stressful; therefore, staff 
members require a high level of coping and emotional resilience. Existing studies have 
looked at occupational stress within forensic services; however, many have focused solely on 
nurses working within community settings. The present study will, therefore, build on 
existing research by exploring the relationship between coping and occupational stress in a 
number of staff disciplines whom are employed within forensic inpatient services in Wales.  
Mindfulness involves intentionally focusing one’s attention on the experience occurring at 
the present moment in a non-judgmental or accepting way. Mindfulness has been found to be 
associated with helpful ways of coping and reduced levels of stress. Despite the growing 
body of literature investigating the effectiveness of mindfulness based interventions with 
health care professionals, there is next to no research focusing on the relationship between 
coping, mindfulness, burnout and occupational stress in health care professionals employed 
within forensic inpatient settings. This research project, therefore, aims to build on existing 
research by investigating whether mindfulness could be a possible intervention to help 
improve staff coping and resilience.  
4. Who is organising and funding the research? 
 
The study will form part of the final research project of Miss Sarah Angela Kriakous who is 
working towards a Doctorate in Clinical Psychology with the North Wales Clinical 
Psychology Programme (NWCPP) at the University of Bangor, Wales. The study is being 
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supervised by Dr. Katie Ann Elliott (Consultant Clinical Psychologist) at the North Wales 
Forensic Psychiatric Service, Ty Llywelyn Medium Secure Unit, Bryn Y Neuadd Hospital, 
Llanfairfechan, Conwy, LL33 OHH. 
 
5. Why have I been chosen? 
 
You have been invited to take part in the study because you work within a forensic inpatient 
setting. All health care professionals employed within your service have been invited to 
participate. Staff teams from numerous other forensic inpatient services in Wales have also 
been invited to participate in the study.  
6. Do I have to take part? 
Participation in the study is not requested by your employer, therefore, it is completely 
your decision regarding whether you take part in the research, or not. If you decide to 
take part and later wish to withdraw from the study, you do not need to provide a reason.  
7.  What will happen if I do take part? 
If you agree to take part, please read the Instruction Sheet carefully, complete the 
questionnaire booklet and return all the completed forms to me in the S.A.E provided. This 
will take 30 to 45 minutes of your time to complete. You are encouraged to answer all 
questions included in the questionnaires, however, if you do not wish to answer a question 
you may leave it blank. The Participant Information Sheet and the individual Code Number 
Card is for you to keep for your reference.  
If your preferred language is Welsh, I would like to apologise that the questionnaires are 
solely in English. The questionnaires could not be translated into Welsh due to potential 
problems in losing critical aspects of their meaning.  
8. Will the information I provide for the study remain confidential? 
All information that you provide is kept confidential as all responses are anonymous. You are 
not asked to provide your name, therefore, every research pack is provided with an 
anonymous Code Number Card. Your code number has been entered onto the front page of 
the questionnaire booklet; this will allow the researcher to remove your data from the study if 
necessary. Your organisation will not have access to the questionnaires at any time. The data 
you provide will be subject to statistical analysis, therefore, individuals will not be identified 
in any reports.  
9. What are the risks in taking part? 
Some staff may become upset as a consequence of thinking about some of the stressors they 
experience at work. This has a limited likelihood of occurring; however, if you find yourself 
in this unlikely position there are contact numbers for support services provided by your 
employer in the Contacts Sheet. If for any reason you are concerned about your personal 
well-being, it is recommended that you seek appropriate professional advice.  
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10. What are the benefits of taking part? 
We hope the information gathered in this study will help design interventions that can help 
improve staff coping and reduce staff burnout. It is hoped that the information you provide 
will help increase awareness of staff well-being and improve staff support in the service you 
work within.  
11.  What will happen to the results of the research study? 
The results of the research study will be made available to you after November 2015 and all 
staff will be sent a copy of the summary results by their service manager. It is hoped that the 
study will be published in a peer reviewed research journal.  
12.  What if I have a complaint? 
If you have any concerns or wish to complain regarding how the research has been 
completed, your organisations normal complaints procedures are available to you. If we 
cannot resolve any complaints that you may have, then you may address your concerns to: 
Mr. Hefin Francis 
School Manager 
School of Psychology 
Bangor University 
Gwynedd LL57 2AS  
 
13. Contacts for further information  
 
If you have any questions, or would like more information about the study then please do not 
hesitate to contact either myself or my supervisor at the following: 
 
Miss Sarah Angela Kriakous     Dr. Katie Ann Elliott 
Trainee Clinical Psychologist    Consultant Clinical Psychologist 
North Wales Clinical Psychology Programme North Wales Forensic Psychiatric 
School of Psychology     Service      
College Road       Ty Llywelyn Medium Secure Unit 
Bangor       Bryn Y Neuadd Hospital 
Gwynedd, LL57 2DG     Llanfairfechan, Conwy, LL33 OHH 
Email: Sarah.Kriakous@wales.nhs.uk  Email: Katie.Elliott@wales.nhs.uk 
 
I would like to thank you for reading this information sheet and for considering participating 
in the research study. 
 
 
Best wishes  
Sarah Angela Kriakous 
Trainee Clinical Psychologist 
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COLEG IECHYD A GWYDDORAU YMDDYGIAD 
COLLEGE OF HEALTH & BEHAVIOURAL SCIENCES 
YSGOL SEICOLEG 
SCHOOL OF PSYCHOLOGY 
 
RHAGLEN SEICOLEG CLINIGOL GOGLEDD CYMRU 
NORTH WALES CLINICAL PSYCHOLOGY PROGRAMME 
Taflen wybodaeth i rai sy'n cymryd rhan 
 
1. Teitl yr Astudiaeth 
 
Swyddogaeth ymwybyddiaeth ofalgar ac ymdopi gyda chwythu plwc a straen 
galwedigaethol ymysg gweithwyr gofal iechyd proffesiynol a gyflogir mewn lleoliadau 
fforensig i gleifion preswyl  
 
 
2. Gwahoddiad i gymryd rhan  
 
Rydych yn cael gwahoddiad i gymryd rhan mewn astudiaeth ymchwil. Nid oes llawer yn 
wybyddus am y ffordd mae aelodau staff yn ei deimlo ynghylch eu gwaith a'r gwasanaethau y 
maent yn gweithio ynddynt. Fodd bynnag, mae aelodau staff yn allweddol bwysig i redeg 
gwasanaeth.  Felly, mae gennyf ddiddordeb gwybod beth yw eich barn yn ymwneud â'ch 
gwaith a'r gwasanaeth rydych yn gweithio ynddo. Cyn i chi benderfynu a ydych am gymryd 
rhan yn yr ymchwil ai peidio, mae'n bwysig eich bod yn darllen y daflen wybodaeth hon gan 
ei bod yn rhoi'r holl wybodaeth rydych ei hangen i wneud penderfyniad gwybodus.   
 
3.   Beth yw diben yr astudiaeth? 
Gall gweithio mewn gwasanaethau fforensig fod yn heriol yn emosiynol gyda chryn dipyn o 
straen; felly, mae aelodau staff angen llawer o allu i ymdopi a gwytnwch emosiynol.  Mae 
rhai astudiaethau blaenorol wedi edrych ar straen galwedigaethol yn y gwasanaethau 
fforensig; fodd bynnag, mae llawer wedi canolbwyntio'n unig ar nyrsys sy'n gweithio mewn 
lleoliadau cymunedol.  Bydd yr astudiaeth bresennol, felly, yn adeiladu ar ymchwil bresennol 
drwy edrych ar y berthynas rhwng ymdopi a straen galwedigaethol mewn nifer o 
ddisgyblaethau staff sy'n gyflogedig mewn gwasanaethau fforensig i gleifion preswyl yng 
Nghymru.    
Mae ymwybyddiaeth ofalgar yn ymwneud â chanolbwyntio eich sylw ar brofiad y foment 
bresennol mewn ffordd anfeirniadol.   Gwelwyd bod ymwybyddiaeth ofalgar o gymorth i 
ymdopi â phwysau gwaith gan arwain at lai o straen. Er gwaethaf y corff cynyddol o 
lenyddiaeth sy'n ymchwilio i effeithiolrwydd ymyriadau seiliedig ar ymwybyddiaeth ofalgar 
gyda gweithwyr proffesiynol gofal iechyd, nid oes fawr ddim ymchwil sy'n canolbwyntio ar 
y berthynas rhwng ymdopi, ymwybyddiaeth ofalgar, chwythu plwc a straen galwedigaethol 
ymysg gweithwyr proffesiynol gofal iechyd sy'n gyflogedig mewn lleoliadau fforensig i 
gleifion preswyl.  Nod y project ymchwil hwn, felly, yw adeiladu ar ymchwil bresennol drwy 
ymchwilio i weld a ellir defnyddio ymwybyddiaeth ofalgar i helpu staff i ymdopi a magu 
gwytnwch.    
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4. Pwy sy’n trefnu ac yn ariannu’r ymchwil? 
Bydd yr astudiaeth yn rhan o broject ymchwil terfynol Miss Sarah Angela Kriakous sy'n 
gweithio i gael Doethuriaeth mewn Seicoleg Glinigol gyda Rhaglen Seicoleg Glinigol 
Gogledd Cymru (NWCPP) ym Mhrifysgol Bangor.  Goruchwylir yr astudiaeth gan Dr. Katie 
Ann Elliott (Seicolegydd Clinigol Ymgynghorol) yng Ngwasanaeth Seiciatrig Fforensig 
Gogledd Cymru, Uned Ddiogel Tŷ Llywelyn, Ysbyty Bryn Y Neuadd, Llanfairfechan, 
Conwy, LL33 OHH.     
5. Pam rydw i wedi cael fy newis? 
Rydych wedi cael gwahoddiad i gymryd rhan yn yr astudiaeth am eich bod yn gweithio 
mewn lleoliad fforensig i gleifion preswyl. Mae'r holl weithwyr iechyd proffesiynol a 
gyflogir yn eich gwasanaeth wedi cael gwahoddiad i gymryd rhan.  Mae timau staff o nifer o 
wasanaethau fforensig eraill i gleifion preswyl yng Nghymru hefyd wedi cael gwahoddiad i 
gymryd rhan yn yr astudiaeth.   
6. Oes rhaid i mi gymryd rhan? 
Nid yw eich cyflogwr wedi gofyn i chi gymryd rhan yn yr astudiaeth; felly, eich 
penderfyniad chi'n unig yw a ydych am gymryd rhan yn yr ymchwil ai peidio. Os 
penderfynwch gymryd rhan a'ch bod wedyn eisiau tynnu'n ôl o'r astudiaeth, nid oes raid i chi 
roi rheswm.   
7.  Beth fydd yn digwydd os byddaf yn cymryd rhan? 
Os cytunwch i gymryd rhan, darllenwch y Daflen Gyfarwyddiadau'n ofalus, llenwch y llyfryn 
holiadur a dychwelwch yr holl ffurflenni ataf os gwelwch yn dda yn yr amlen a ddarperir.  
Bydd yn cymryd 30 i 45 munud i lenwi'r holiaduron.  Fe'ch anogir i ateb yr holl gwestiynau 
sydd yn yr holiaduron; fodd bynnag, os nad ydych eisiau ateb cwestiwn gadewch o'n wag.  
Mae'r Daflen Wybodaeth i rai'n cymryd rhan a'ch Cerdyn Rhif Cod unigol i chi i'w cadw fel y 
gellwch gyfeirio atynt eto.    
Os mai'r Gymraeg yw eich iaith ddewisol, hoffwn ymddiheuro mai yn  Saesneg yn unig y 
mae'r holiaduron i'w cael.  Nid yw’n bosibl cyfieithu’r holiaduron i’r Gymraeg oherwydd 
problemau posibl yn gysylltiedig â cholli agweddau pwysig ar eu hystyr.  
8. Fydd y wybodaeth rydw i’n ei rhoi’n cael ei chadw'n gyfrinachol? 
Caiff yr holl wybodaeth a rowch ei chadw'n gyfrinachol gan fod yr holl ymatebion yn 
ddienw.  Ni ofynnir i chi roi eich enw gan fod Cerdyn Rhif Cod dienw ar bob pecyn ymchwil.  
Mae eich rhif cod wedi ei roi yng nghornel dde uchaf tudalen flaen y llyfryn holiadur, fel y 
gall yr ymchwilydd dynnu eich data o'r astudiaeth os bydd angen.  Ni fydd eich sefydliad yn 
cael gweld y llyfrynnau holiadur ar unrhyw adeg.  Caiff y data a roddir gennych eu 
dadansoddi'n ystadegol; felly, ni chaiff unigolion eu nodi mewn unrhyw adroddiadau.   
9. Beth yw risgiau cymryd rhan? 
Gall meddwl am y pethau sy'n achosi straen iddynt yn y gwaith gynhyrfu rhai aelodau staff.  
Nid yw hyn yn debygol o ddigwydd. Fodd bynnag, os gwelwch eich bod yn y sefyllfa 
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annhebygol hon mae yna rifau cyswllt yn y Daflen Gysylltiadau i'r gwasanaethau cefnogi a 
ddarperir gan eich cyflogwr.  Os ydych yn pryderu am eich lles personol am unrhyw reswm 
fe'ch anogir i geisio cyngor proffesiynol priodol.   
10. Beth yw manteision cymryd rhan? 
Rydym yn gobeithio y bydd y wybodaeth a gesglir yn yr astudiaeth hon o gymorth i 
gynllunio ymyriadau a all helpu i alluogi staff i ymdopi â phwysau gwaith a lleihau achosion 
o chwythu plwc ymysg staff.  Gobeithir y bydd y wybodaeth a roddwch o gymorth i gynyddu 
ymwybyddiaeth o les ymysg staff a gwella cefnogaeth i staff yn y gwasanaeth rydych yn 
gweithio ynddo.   
11.  Beth fydd yn digwydd i ganlyniadau’r astudiaeth ymchwil? 
Bydd canlyniadau'r astudiaeth ymchwil ar gael i chi ar ôl mis Tachwedd 2015 a bydd holl 
staff yn cael copi o grynodeb o'r canlyniadau gan eu rheolwr gwasanaeth.  Gobeithir 
cyhoeddi canlyniadau’r astudiaeth mewn cyfnodolyn ymchwil.   
12.  Beth os bydd gennyf gwyn? 
Os oes gennych unrhyw bryderon, neu os ydych eisiau cwyno ynglŷn â'r ffordd y cynhaliwyd 
yr astudiaeth hon, gellwch ddefnyddio trefniadau cwyno arferol eich sefydliadau.  Os na 
allwn ni ddatrys unrhyw gwynion fydd gennych, yna gellwch eu cyfeirio at:  
 
Mr Hefin Francis,  
Rheolwr yr Ysgol 
Ysgol Seicoleg 
Prifysgol Bangor 
Gwynedd LL57 2AS  
 
13. Cysylltiadau am fwy o wybodaeth:  
 
Os oes gennych unrhyw gwestiynau, neu os hoffech gael gwybodaeth bellach am yr 
astudiaeth, mae pob croeso i chi gysylltu â mi neu â'm goruchwyliwr fel a ganlyn:  
 
Miss Sarah Angela Kriakous     Dr. Katie Ann Elliott 
Seicolegydd Clinigol dan Hyfforddiant   Seicolegydd Clinigol Ymgynghorol 
Rhaglen Seicoleg Glinigol Gogledd Cymru Gwasanaeth  Seiciatreg Fforensig  
Fford y Coleg Gogledd Cymru     
Bangor      Uned Tŷ Llywelyn 
Gwynedd      Ysbyty Bryn Y Neuadd   
LL57 2DG       Llanfairfechan, Conwy, LL33 OHH 
E-bost: Sarah.Kriakous@wales.nhs.uk  E-bost: Katie.Elliott@wales.nhs.uk 
 
Hoffwn ddiolch i chi am ddarllen y daflen wybodaeth hon ac ystyried cymryd rhan yn yr 
astudiaeth ymchwil. 
 
Dymuniadau gorau,  
Sarah Angela Kriakous 
Seicolegydd Clinigol dan Hyfforddiant 
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Instruction Sheet  
 
1. Participant Information Sheet 
 
Please ensure that you read the Participant Information Sheet carefully and take the time to 
consider whether you wish to participate in the research project. This information sheet is for 
you to keep for your records.  
 
2. Participant Code Number Card  
 
Please ensure you retain the Participant Code Number Card for your reference. The code is 
anonymous and solely known to you. The code number has been placed on the top right hand 
corner of the front page of the questionnaire booklet, this is so the researcher can remove 
your data from study if required.  
 
3.  Instruction Sheet 
 
Please ensure that you read the Instruction Sheet carefully prior to completing the 
questionnaires.  
 
4. Questionnaires  
 
Please read each question carefully. There are no right or wrong answers. Try not to think 
about each question for too long, please provide your immediate response by circling the 
number or answer that best matches your view. Please ensure that you answer all 
questionnaires and all questions as openly and honestly as possible. All the information you 
provide will be kept strictly confidential and your organisation will not have access to the 
questionnaire booklets at any time.  
 
5.  S.A.E 
 
Once you have completed the questionnaire booklet, please return it in the enclosed pre-paid 
self-addressed envelope and return it to me within 14 days. The return of your completed 
questionnaire will be greatly appreciated.  
 
6.  Contact Sheets  
 
If you are concerned about your personal well-being after completing the questionnaires, you 
are encouraged to seek appropriate professional advice. The enclosed Contacts Sheet also 
provides the numbers for support services provided by your employers.  
 
 
Now you have read the Instruction Sheet, please begin the questionnaire 
Thank you very much 
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Taflen Gyfarwyddiadau    
 
1. Taflen wybodaeth i rai sy'n cymryd rhan 
 
Darllenwch y daflen wybodaeth i rai sy'n cymryd rhan yn ofalus os gwelwch yn dda a 
chymrwch amser i ystyried a ydych eisiau cymryd rhan yn y project ymchwil ai peidio.  
Mae'r daflen wybodaeth hon i chi i'w chadw ar gyfer eich cofnodion.   
 
2. Cerdyn Rhif Cod y Cyfranogwr   
 
Gwnewch yn siŵr eich bod yn cadw'r Cerdyn Rhif Cod y Cyfranogwr fel y gellwch gyfeirio 
ato.  Mae’r cod yn ddienw a dim ond chi sy'n ei wybod.  Mae'r rhif cod wedi ei roi yng 
nghornel dde uchaf tudalen flaen y llyfryn holiadur, fel y gall yr ymchwilydd dynnu eich data 
o'r astudiaeth os bydd angen.   
 
3.    Taflen Gyfarwyddiadau   
 
Cofiwch ddarllen y Daflen Gyfarwyddiadau'n ofalus cyn i chi lenwi'r holiaduron.   
 
4. Holiaduron  
 
Darllenwch bob cwestiwn yn ofalus.  Nid oes atebion cywir nac anghywir. Ceisiwch beidio â 
meddwl yn rhy hir am bob cwestiwn. Rhowch eich ymateb yn syth drwy roi cylch o amgylch 
y rhif neu'r ateb sy'n cyd-fynd orau â'ch barn neu safbwynt.  Fe'ch anogir i ateb pob cwestiwn 
yn yr holiaduron mor agored a gonest â phosibl. Fodd bynnag, os nad ydych eisiau ateb 
cwestiwn gellwch ei adael yn wag.  Bydd yr holl wybodaeth a roddwch yn cael ei chaw’n 
hollol gyfrinachol ac ni fydd eich sefydliad yn cael gweld y llyfrynnau holiadur ar unrhyw 
adeg.   
 
5.  Amlen wedi'i stampio  
 
Unwaith rydych wedi llenwi'r llyfryn holiadur, gofynnir i chi ei roi yn yr amlen wedi'i 
stampio a ddarparwyd a'i ddychwelyd ataf o fewn 14 diwrnod.  Gwerthfawrogir yn fawr pe 
baech yn dychwelyd yr holiadur yn brydlon.   
 
6.  Taflenni Cyswllt   
 
Os ydych yn pryderu am eich lles personol ar ôl llenwi'r holiaduron, fe'ch anogir i geisio 
cyngor proffesiynol priodol.  Mae'r Daflen Cysylltiadau amgaeedig yn cynnwys rhifau'r 
gwasanaethau cefnogi a ddarperir gan eich cyflogwyr.   
 
 
Nawr eich bod wedi darllen y Daflen Gyfarwyddiadau, dechreuwch lenwi'r holiadur os 
gwelwch yn dda.  
Diolch yn fawr iawn. 
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Background Information Questionnaire 
 
We would like to gather background information about you, in relation to the job that you do 
and the service you work within. This will enable us to compare differences between diverse 
staff groups and different forensic inpatient services.  
 
About you: 
 
1.  Age:    _____________ (years) 
 
2. Gender:  Male   □   
    Female  □ 
 
3.  Marital Status: Single   □ 
    Cohabiting  □ 
    Married  □ 
                                                Separated  □ 
    Divorced □ 
    Widowed  □ 
 
4.  Do you have dependent children living with you?  Yes  □ 
         No □ 
 
5.  Do you have other dependants living with you?  Yes  □ 
         No  □ 
 
6. Ethnic origin: White British    □    
    White Irish            □ 
    White other   □ 
                                                Black (African origin) □ 
    Black Caribbean origin) □ 
    Black (other)   □ 
                                                Asian (Bangladeshi origin) □ 
                                                Asian (Chinese origin) □ 
    Asian (East African origin) □ 
    Asian (Indian origin)  □ 
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    Asian (Pakistani origin) □ 
    Asian (other)    □ 
    White and Black Caribbean □ 
    White and Black African        □ 
    White and Asian             □  
    Mixed other               □  
 
7.  Alcohol: 
 On average, how many units of alcohol do you drink per week?  ____________ 
            (e.g. 1 unit = half a pint of larger or 1 small glass of wine or 1 measure of spirit) 
 
8.  Smoking: 
            On average how many cigarettes do you smoke per week? __________________ 
            On average, how many cigars do you smoke per week? __________________ 
 
9.  Caffeine: 
 How many cups of caffeinated drinks do you consume per day?  ____________ 
 (e.g. tea, coffee, coke) 
 
10.  Medication: 
            Do you take regular medication for mental health problems? Yes  □ 
 (e.g. anxiety, depression)      No □ 
 
11.  Life events: 
            Have any major changes happened to you in the last 6 months (e.g. bereavement,  
            divorce, marriage, having children, moving house and serious illness)  
     Yes      □ 
                                                       No         □ 
 
About your job: 
 
1. Occupation: Your current job title:  ____________________________________ 
    (e.g. staff nurse) 
 
    Your current grade or band ____________________________________ 
    (e.g. A, B, C or 1, 2, 3) 
 
    Your specialism(s):   ____________________________________ 
    (e.g. Forensic, Learning Disability, Mental Health, General) 
 
2. Length of time employed in forensic in-patient services:    __________(years)  
 
3. Length of time employed in current forensic inpatient service:  _________(years)  
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4. How many hours are you contracted to work per week? 
                        15 hours or less  □ 
  16 to 25 hours  □ 
  26 to 35 hours  □ 
  36 to 45 hours  □ 
  45 hours or more  □ 
4a. In your last full working week, how many hours did you actually work? 
                        15 hours or less  □ 
  16 to 25 hours  □ 
  26 to 35 hours  □ 
  36 to 45 hours  □ 
  45 hours or more  □ 
4b. If you worked additional hours in your last working week: 
      How many additional hours were paid?                _________________(hours 
      How many additional hours were unpaid?    _________________(hours) 
      How many additional hours will be taken as time in lieu? ________________ (hours) 
5.    Do you work shift hours?  Yes   □ 
      No  □ 
6.    Annual leave: 
        
       How long is it since you last had a holiday of at least one week? _________(months) 
 
 
7.    Sick leave:  
 
          Have you been absent from work because of sickness in the past 6 months? 
   Yes   □ 
   No  □ 
       If so, how many days sick leave have you had in the past 6 months? ________(days) 
 
About where you work: 
 
1. Which forensic service do you work within?     
        The Casewell Clinic    □ 
                    Cwn Seren     □ 
                    Christchurch Hospital    □  
                    Llanarth Court     □    
                    Ty Llywelyn Medium Secure Unit (MSU) □ 
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2. What type of forensic ward/unit are you mainly employed to work in? 
  Acute/Admissions   □ 
  Long-term/Rehabilitation  □ 
  Mental Illness   □ 
  Learning Disability   □ 
  Personality Disorder   □ 
  Other (please specify)  □ 
 
3. What gender patients do you mainly work with? 
   Males    □ 
   Females   □ 
   Mixed    □ 
 
4. Supervision: 
 How many hours of supervision are you meant to receive per month? ____(hours) 
 How many hours of supervision do you actually receive per month?   ____(hours) 
 Do you feel you receive adequate supervision? Yes   □ 
        No  □ 
 
Additional comments: 
 
Please make any additional comments in the space below about your job, organisation, 
questionnaire or research project.  
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MBI Human Services Survey 
 
The purpose of this survey is to discover how various persons in the human services or 
helping professions view their jobs and the people with whom they work closely. Because 
persons in a wide variety of occupations will answer this survey, it uses the terms recipients 
to refer to the people for whom you provide your service, care, treatment, or instruction. 
When answering the survey please think of these people as recipients of the service you 
provide, even though you may use another term in your work.  
 
Below there are 22 statements of job-related feelings. Please read each statement carefully 
and decide if you ever feel this way about your job. If you have never had this feeling, circle 
a “0” (zero). If you have had this feeling, indicate how often you feel it by circling the 
number (from 1 to 6) that best describes how frequently you feel that way.  
 
 
How Often: Never  A few 
times a 
year or 
less  
Once a 
month 
or less  
A few 
times 
in a 
month  
Once a 
week 
A few 
times a 
week 
Every 
day  
1. I feel emotionally 
drained from my work 
0 1 2 3 4 5 6 
2. I feel used up at the 
end of the workday 
0 1 2 3 4 5 6 
3. I feel fatigued when I 
get up in the morning 
and have to face another 
day on the job 
0 1 2 3 4 5 6 
4. I can easily 
understand how my 
recipients feel about 
things  
0 1 2 3 4 5 6 
5. I feel I treat some 
recipients as if they were 
impersonal objects  
0 1 2 3 4 5 6 
6. Working with people 
all day is really a strain 
for me 
0 1 2 3 4 5 6 
7. I deal very effectively 
with the problems of my 
recipients  
0 1 2 3 4 5 6 
8. I feel burned out from 
my work 
0 1 2 3 4 5 6 
9. I feel I’m positively 
influencing other 
people’s lives through 
my work   
0 1 2 3 4 5 6 
10. I’ve become more 
callous toward people 
since I took this job 
0 1 2 3 4 5 6 
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How Often: Never  A few 
times a 
year or 
less  
Once a 
month 
or less  
A few 
times 
in a 
month  
Once a 
week 
A few 
times a 
week 
Every 
day  
11. I worry that this job 
is hardening me 
emotionally    
0 1 2 3 4 5 6 
12. I feel very energetic 
 
0 1 2 3 4 5 6 
13. I feel frustrated by 
my job 
0 1 2 3 4 5 6 
14. I feel I’m working 
too hard on my job 
0 1 2 3 4 5 6 
15. I don’t really care 
what happens to some 
recipients  
0 1 2 3 4 5 6 
16. Working with people 
directly puts too much 
stress on me  
0 1 2 3 4 5 6 
17. I can easily create a 
relaxed atmosphere with 
my recipients   
0 1 2 3 4 5 6 
18. I feel exhilarated 
after working closely 
with my recipients 
0 1 2 3 4 5 6 
19. I have accomplished 
many worthwhile things 
in this job 
0 1 2 3 4 5 6 
20. I feel like I’m at the 
end of my rope  
0 1 2 3 4 5 6 
21. In my work, I deal 
with emotional problems 
very calmly  
0 1 2 3 4 5 6 
22. I feel recipients 
blame me for some of 
their problems   
0 1 2 3 4 5 6 
 
 
 
 
 
 
 
 
 
Section 2  Ethics Proposal - 63  - 
 
The Staff Stressor Questionnaire (SSQ) 
 
The following statements are concerned with possible sources of stress in your job. Please 
read each statement carefully and decide how stressful you find each potential source of 
stress. For each statement you are asked to draw a circle around the response that best fits 
your view or experience. If you have never found an item stressful, draw circle around “0” 
(zero) next to the statement. If you have found an item stressful, indicate how stressful you 
find this, by drawing a circle around the number that best describes how much stress you feel.  
 
 Not at 
all 
stressful 
Just a 
little 
Moderate 
amount 
Quite a 
lot 
A great 
deal 
1. The physical working conditions 
  
0 1 2 3 4 
2. The work load  
 
0 1 2 3 4 
3. Lack of sufficient staff & 
resources 
  
0 1 2 3 4 
4. Low level of patient mobility  
 
0 1 2 3 4 
5. Doing domestic tasks 
 
0 1 2 3 4 
6. Low level of patient self-care 
skills 
 
0 1 2 3 4 
7. Uncertainty about what the job 
involves  
0 1 2 3 4 
8. Paperwork and administration 
 
0 1 2 3 4 
9. Lack of/slow progress of patients 
   
0 1 2 3 4 
10. Lack of support from outside 
work 
0 1 2 3 4 
11. Patients behaviour causing injury 
to others   
0 1 2 3 4 
12. Lack of support from 
management 
0 1 2 3 4 
13. Patients poor communication 
skills 
0 1 2 3 4 
14. Physical strength of patients  
 
0 1 2 3 4 
15. The hours of the job 
 
0 1 2 3 4 
16. Low levels of patients domestic 
skills & abilities  
0 1 2 3 4 
17. Lack of job security  
 
0 1 2 3 4 
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 Not at 
all 
stressful 
Just a 
little 
Moderate 
amount 
Quite a 
lot 
A great 
deal 
18. Patients self-injurious behaviour 
 
0 1 2 3 4 
19. Lack of procedures for 
effectively dealing with patients 
challenging behaviour 
0 1 2 3 4 
20. The pay 
 
0 1 2 3 4 
21. The organisations rules and 
regulations 
0 1 2 3 4 
22. Patients destruction of property  
 
0 1 2 3 4 
23. The emotional impact of the job 
 
0 1 2 3 4 
24. Patients stereotyped and/or 
bizarre behaviour 
0 1 2 3 4 
25. Lack of training opportunities  
 
0 1 2 3 4 
26. Unpredictable patients behaviour 
  
0 1 2 3 4 
27. Lack of support from colleagues 
  
0 1 2 3 4 
28. Patients inappropriate sexual 
behaviour 
0 1 2 3 4 
29. The routine of the working day 
 
0 1 2 3 4 
30. Lack of promotional prospects  
 
0 1 2 3 4 
31. Patients personal care levels 
 
0 1 2 3 4 
32. Lack of support from immediate 
supervisor 
0 1 2 3 4 
33. Conflicts between work and 
home commitments  
0 1 2 3 4 
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The Brief COPE 
We are interested in how people respond when they confront difficult or stressful events in 
their lives. There are lots of ways to try to deal with stress.  This questionnaire asks you to 
indicate what you generally do and feel; when you experience stressful events.  Obviously, 
different events bring out somewhat different responses, but think about what you usually do 
when you are under a lot of stress. 
Then respond to each of the following items by circling one number on your answer sheet for 
each, using the response choices listed just below.  Please try to respond to each item 
separately in your mind from each other item.  Choose your answers thoughtfully, and make 
your answers as true for you as you can.  Please answer every item.  There are no "right" or 
"wrong" answers, so choose the most accurate answer for you, not what you think "most 
people" would say or do. Indicate what you usually do when you experience a stressful event. 
 I haven't 
been doing 
this at all  
I've been 
doing this a 
little bit  
 I've been 
doing this 
a medium 
amount  
I've been 
doing 
this a lot 
1. I've been turning to work or other 
activities to take my mind off 
things.  
1 2 3 4 
2. I've been concentrating my efforts 
on doing something about the 
situation I'm in.  
1 2 3 4 
3. I've been saying to myself "this 
isn't real”.  
1 2 3 4 
4. I've been using alcohol or other 
drugs to make myself feel better.  
1 2 3 4 
5. I've been getting emotional 
support from others.  
1 2 3 4 
6. I've been giving up trying to deal 
with it.  
1 2 3 4 
7. I've been taking action to try to 
make the situation better.  
1 2 3 4 
8. I've been refusing to believe that it 
has happened.  
1 2 3 4 
9. I've been saying things to let my 
unpleasant feelings escape.  
1 2 3 4 
10. I’ve been getting help and advice 
from other people.  
1 2 3 4 
11. I've been using alcohol or other 
drugs to help me get through it. 
1 2 3 4 
12. I've been trying to see it in a 
different light, to make it seem more 
positive.  
1 2 3 4 
13. I’ve been criticizing myself.  
 
1 2 3 4 
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 I haven't 
been doing 
this at all  
I've been 
doing this a 
little bit  
 I've been 
doing this 
a medium 
amount  
I've been 
doing 
this a lot 
14. I've been trying to come up with 
a strategy about what to do.  
1 2 3 4 
15. I've been getting comfort and 
understanding from someone.  
1 2 3 4 
16. I've been giving up the attempt to 
cope.  
1 2 3 4 
17. I've been looking for something 
good in what is happening.  
1 2 3 4 
18. I've been making jokes about it.  
 
1 2 3 4 
19. I've been doing something to 
think about it less, such as going to 
movies, watching TV, reading, 
daydreaming, sleeping, or shopping.  
1 2 3 4 
20. I've been accepting the reality of 
the fact that it has happened.  
1 2 3 4 
21. I've been expressing my negative 
feelings.  
1 2 3 4 
22. I've been trying to find comfort 
in my religion or spiritual beliefs. 
1 2 3 4 
23. I’ve been trying to get advice or 
help from other people about what to 
do.  
1 2 3 4 
24. I've been learning to live with it.  
 
1 2 3 4 
25. I've been thinking hard about 
what steps to take.  
1 2 3 4 
26. I’ve been blaming myself for 
things that happened.  
1 2 3 4 
27. I've been praying or meditating. 
  
1 2 3 4 
28. I've been making fun of the 
situation. 
1 2 3 4 
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The Five Facet Mindfulness Questionnaire – Short Form 
 
 
Below is a collection of statements about your everyday experience. Using the 1–5 scale 
below, please indicate in the boxes to the right of each statement, how frequently or 
infrequently you have had each experience in the last month. Please answer according to 
what really reflects your experience rather than what you think your experiences should be.  
 
 
 Never or 
rarely very 
true 
Not often 
true 
Sometimes 
true 
sometimes 
not true 
Often 
true 
Very 
often or 
always 
true 
1. I’m good at finding the 
words to describe my feelings  
1 2 3 4 5 
2.  I can easily put my beliefs, 
opinions, and expectations into 
words  
1 2 3 4 5 
3. I watch my feelings without 
getting carried away by them  
1 2 3 4 5 
4. I tell myself that I shouldn’t 
be feeling the way I’m feeling  
1 2 3 4 5 
5. It’s hard for me to find the 
words to describe what I’m 
thinking 
1 2 3 4 5 
6. I pay attention to physical 
experiences, such as the wind 
in my hair or sun on my face 
1 2 3 4 5 
7.  I make judgments about 
whether my thoughts are good 
or bad 
1 2 3 4 5 
8. I find it difficult to stay 
focused on what’s happening 
in the present moment 
1 2 3 4 5 
9. When I have distressing 
thoughts or images, I don’t let 
myself be carried away by 
them 
1 2 3 4 5 
10. Generally, I pay attention 
to sounds, such as clocks 
ticking, birds chirping, or cars 
passing 
1 
 
 
2 3 4 5 
11. When I feel something in 
my body, it’s hard for me to 
find the right words to describe 
it 
1 2 3 4 5 
12. It seems I am “running on 
automatic” without much 
awareness of what I’m doing 
1 2 3 4 5 
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 Never or 
rarely very 
true 
Not often 
true 
Sometimes 
true 
sometimes 
not true 
Often 
true 
Very 
often or 
always 
true 
13. When I have distressing 
thoughts or images, I feel calm 
soon after 
1 2 3 4 5 
14. I tell myself I shouldn’t be 
thinking the way I’m thinking 
1 2 3 4 5 
15. I notice the smells and 
aromas of things 
1 2 3 4 5 
16. Even when I’m feeling 
terribly upset, I can find a way 
to put it into words 
1 2 3 4 5 
17. I rush through activities 
without being really attentive 
to them 
1 2 3 4 5 
18. Usually when I have 
distressing thoughts or images 
I can just notice them without 
reacting  
1 2 3 4 5 
19. I think some of my 
emotions are bad or 
inappropriate and I shouldn’t 
feel them 
1 2 3 4 5 
20. I notice visual elements in 
art or nature, such as colours, 
shapes, textures, or patterns of 
light and shadow 
1 2 3 4 5 
21. When I have distressing 
thoughts or images, I just 
notice them and let them go 
1 2 3 4 5 
22. I do jobs or tasks 
automatically without being 
aware of what I’m doing 
1 2 3 4 5 
23. I find myself doing things 
without paying attention 
1 2 3 4 5 
24. I disapprove of myself 
when I have illogical ideas 
1 2 3 4 5 
 
 
Thank you very much for completing this questionnaire. 
 
Can you now please return the questionnaire in the stamped address envelope enclosed. 
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Appendix E 
Contact Sheets  
(English and Welsh Versions) 
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Contacts Sheet (CC) 
 
 
Some staff may become upset as a consequence of thinking about some of the stresses they 
experience at work. If you are concerned about your personal well-being after completing the 
questionnaires, you are encouraged to seek appropriate professional advice, such as from 
your GP. Your employers also provide access to the following support services for all 
employees.  
 
 
Name:  Occupational Health Department  
 
Address: Template 15  
Princess of Wales Hospital 
Coity Road 
Bridgend  
CF31 1RQ 
 
Tel:   01656 752158 
 
Name:  Staff Counselling Services  
 
Address: Wellbeing Services  
Block D 
Neath Port Talbot Hospital 
Baglan Moors 
Port Talbot 
SA12 7BX  
  
Tel:  0845 6048178 
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Contacts Sheet (CH) 
 
 
Some staff may become upset as a consequence of thinking about some of the stresses they 
experience at work. If you are concerned about your personal well-being after completing the 
questionnaires, you are encouraged to seek appropriate professional advice, such as from 
your GP. Your employers also provide access to the following support services for all 
employees.  
 
 
Name:  Employment Wellbeing Service  
 
Address: Denbigh House  
  University Hospital of Wales  
Health Park 
Cardiff  
CF14 4XW 
 
Tel:   029 2074 4465 
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Contacts Sheet (CS) 
 
 
Some staff may become upset as a consequence of thinking about some of the stresses they 
experience at work. If you are concerned about your personal well-being after completing the 
questionnaires, you are encouraged to seek appropriate professional advice, such as from 
your GP. Your employers also provide access to the following support services for all 
employees.  
 
 
Name:  Staff Psychological and Wellbeing Service 
 
Address: Occupational Health Department 
Withybush General Hospital 
Haverfordwest 
Pembrokeshire 
SA61 2PZ 
 
Tel:   01437 772527 
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Contacts Sheet (LC) 
 
 
Some staff may become upset as a consequence of thinking about some of the stresses they 
experience at work. If you are concerned about your personal well-being after completing the 
questionnaires, you are encouraged to seek appropriate professional advice, such as from 
your GP. Your employers also provide access to the following support services for all 
employees.  
 
 
Name:  PiC Occupational Health Department 
Address: Contact through line manager. 
 
 
Name:  Care First  
Tel:  0800 174 319  
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Contacts Sheet (TL) 
 
 
Some staff may become upset as a consequence of thinking about some of the stresses they 
experience at work. If you are concerned about your personal well-being after completing the 
questionnaires, you are encouraged to seek appropriate professional advice, such as from 
your GP. Your employers also provide access to the following support services for all 
employees.  
 
 
Name:  Occupational Health and Wellbeing Service  
 
Address: Mountain View  
  Penrhos Road  
  Bangor  
  Gwynedd LL57 2NA 
 
Tel:   01248 351 127 
 
 
Name:  CARE (Confidential Advice Relating to Employees) 
  
Tel:  1815 8787 (internal) 
  017 454 487 87 (external) 
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Taflen Cysylltiadau (CC) 
 
 
Gall meddwl am y straen y maent yn ei wynebu yn y gwaith gynhyrfu rhai aelodau staff.  Os 
ydych yn pryderu am eich lles personol ar ôl llenwi'r holiaduron, fe'ch anogir i geisio cyngor 
proffesiynol priodol, megis gan eich meddyg teulu.  Mae eich cyflogwyr hefyd yn darparu'r 
gwasanaethau cefnogi canlynol i'w holl weithwyr.   
 
 
Enw:   Adran Iechyd Galwedigaethol  
 
Cyfeiriad: Template 15  
Ysbyty Tywysoges Cymru  
Ffordd Coity 
Pen-y-bont ar Ogwr  
CF31 1RQ 
 
Ffôn:   01656 752158 
 
Enw:   Gwasanaethau Cwnsela Staff  
 
Cyfeiriad: Gwasanaethau Lles  
Bloc D 
Ysbyty Castell Nedd – Port Talbot 
Baglan Moors 
Port Talbot 
SA12 7BX  
  
Ffôn:  0845 6048178 
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Taflen Cysylltiadau (CH) 
 
 
Gall meddwl am y straen y maent yn ei wynebu yn y gwaith gynhyrfu rhai aelodau staff.  Os 
ydych yn pryderu am eich lles personol ar ôl llenwi'r holiaduron, fe'ch anogir i geisio cyngor 
proffesiynol priodol, megis gan eich meddyg teulu.  Mae eich cyflogwyr hefyd yn darparu'r 
gwasanaethau cefnogi canlynol i'w holl weithwyr.   
 
 
Enw:   Gwasanaeth Lles yn y Gwaith   
 
Cyfeiriad: Denbigh House  
  Ysbyty Prifysgol Cymru   
Parc Iechyd 
Caerdydd  
CF14 4XW 
 
Ffôn:   029 2074 4465 
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Taflen Cysylltiadau (CS) 
 
 
Gall meddwl am y straen y maent yn ei wynebu yn y gwaith gynhyrfu rhai aelodau staff.  Os 
ydych yn pryderu am eich lles personol ar ôl llenwi'r holiaduron, fe'ch anogir i geisio cyngor 
proffesiynol priodol, megis gan eich meddyg teulu.  Mae eich cyflogwyr hefyd yn darparu'r 
gwasanaethau cefnogi canlynol i'w holl weithwyr.   
 
 
Enw:   Gwasanaeth Seicolegol a Lles i Staff 
 
Cyfeiriad: Adran Iechyd Galwedigaethol 
Ysbyty Cyffredinol Llwyn Helyg 
Hwlffordd 
Sir Benfro 
SA61 2PZ 
 
Ffôn:   01437 772527 
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Taflen Gysylltiadau (LC) 
 
 
Gall meddwl am y straen y maent yn ei wynebu yn y gwaith gynhyrfu rhai aelodau staff.  Os 
ydych yn pryderu am eich lles personol ar ôl llenwi'r holiaduron, fe'ch anogir i geisio cyngor 
proffesiynol priodol, megis gan eich meddyg teulu.  Mae eich cyflogwyr hefyd yn darparu'r 
gwasanaethau cefnogi canlynol i'w holl weithwyr.   
 
 
Enw:  Adran Iechyd Galwedigaethol PiC 
Cyfeiriad: Cysylltiad drwy'r rheolwr llinell. 
 
 
Enw:  Care First 
Ffôn:  0800 174 319  
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Taflen Cysylltiadau (TL) 
 
 
Gall meddwl am y straen y maent yn ei wynebu yn y gwaith gynhyrfu rhai aelodau staff.  Os 
ydych yn pryderu am eich lles personol ar ôl llenwi'r holiaduron, fe'ch anogir i geisio cyngor 
proffesiynol priodol, megis gan eich meddyg teulu.  Mae eich cyflogwyr hefyd yn darparu'r 
gwasanaethau cefnogi canlynol i'w holl weithwyr.   
 
 
Enw:   Gwasanaeth Iechyd a Lles Galwedigaethol   
 
Cyfeiriad: Mountain View  
  Ffordd Penrhos  
  Bangor  
  Gwynedd  
  LL57 2NA 
 
Ffôn:   01248 351 127 
 
 
Enw:   CARE (Confidential Advice Relating to Employees) 
   
Ffôn:  1815 8787 (mewnol) 
  017 454 487 87 (allanol)  
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Appendix F 
School of Psychology Research 
 and Ethics Committee  
Bangor University   
Approval Email  
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Dear Sarah,  
 
2014-11385 The role of mindfulness and coping on burnout and occupational stress amongst 
health care professionals employed within forensic inpatient settings. 
 
Your research proposal number 2014-11385 has been reviewed by the School of Psychology 
Ethics and Research Committee and the committee are now able to confirm ethical and 
governance approval for the above research on the basis described in the application form, 
protocol and supporting documentation.  This approval lasts for a maximum of three years 
from this date. 
 
 
Ethical approval is granted for the study as it was explicitly described in the application 
 
If you wish to make any non-trivial modifications to the research project, please submit an 
amendment form to the committee, and copies of any of the original documents reviewed 
which have been altered as a result of the amendment.  Please also inform the committee 
immediately if participants experience any unanticipated harm as a result of taking part in 
your research, or if any adverse reactions are reported in subsequent literature using the same 
technique elsewhere.   
 
Governance approval is granted for the study as it was explicitly described in the application 
and we are happy to confirm that this study is now covered by the University's indemnity 
policy. 
 
If any new researchers join the study, or any changes are made to the way the study is funded, 
or changes that alter the risks associated with the study, then please submit an amendment 
form to the committee. 
 
 
Yours sincerely 
 
Everil McQuarrie 
 
 
Rhif Elusen Gofrestredig / Registered Charity No. 1141565 
 
Mae'r e-bost yma'n amodol ar delerau ac amodau ymwadiad e-bost Prifysgol 
Bangor. Gellir darllen testun llawn yr ymwadiad yma: 
http://www.bangor.ac.uk/emaildisclaimer 
This email is subject to the terms and conditions of the Bangor University 
email disclaimer. The full text of the disclaimer can be read here: 
http://www.bangor.ac.uk/emaildisclaimer 
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NHS Wales Research Ethics Committee  
Approval Letter  
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Research and Development Unit  
Approval Letters  
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18 October, 2014 
 
Dear Ms. Kriakous  
 
I am pleased to confirm our agreement for you to carry out research as part of your Clinical 
Psychology Doctorate at Llanarth Court Hospital for the period of October 2014 to 
September 2015.  
 
Our expectations: 
 
1.   You will provide original documentation of your qualifications, e.g. Degree certificate, 
together with a full CV and the name of an academic referee.  These should be 
provided to Sally Leake, Human Resources Administrator.  
 
2.    You will be expected to perform and observe any such instructions as may 
reasonably be communicated to you by the Hospital for your safety and participants’ 
safety. You will act in a responsible and professional manner whilst on Placement.  
 
3.   Your named Contact will be Dr Gemma O’Brien. You need to liaise with your Contact 
regarding access to participants, information or if you wish to attend the Hospital.  
 
4.   You may have access to confidential information about the Company and its 
employees. You must not disclose any information of a confidential nature relating to 
the business carried on by the Company and its employees or patients, either during 
the period of your Placement or afterwards. Any failure to do so will result in the 
Placement being terminated. 
 
5. You agree to return any confidential information and not to retain copies on the 
ending of your Placement. 
   
6.    You may have access to personal sensitive data about employees of the Company. 
You must not disclose any such information without authorisation from your Contact. 
You must comply with the Company’s Data Protection policy, failure to do so will 
result in the Placement being termination.  
 
7. Whilst it is understood you will conducting research during your Placement, you 
agree that participant personal data (including but not limited to names) by which 
employees of the Company can be identified and/or Company confidential 
information must not be included in any records, reports or documents you create 
and/or keep. Any records, reports or documents that are to be disclosed or used 
outside of the Company must first be authorised in writing by your Contact.  
 
8.    You understand that this is a Placement for the purpose of research for your Clinical 
Psychology Doctorate.  You are not an employee of the Company. 
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The Company’s duties 
 
9.   You will have use of the staff facilities whilst at the Hospital, subject to any restrictions 
in place.  You have no entitlement to any remuneration or pay during the period of 
this Placement or when the Placement comes to an end.     
 
10. If you wish to attend the Hospital, you will be given an induction and any other 
training where relevant and appropriate. Any policies relevant to your Placement will 
be explained to you by your Contact and you be expected to comply with these, in 
particular including but not limited to the Company’s Information Governance Policy, 
Computer Use and Security Policy and Diversity Policy. Failure to do so will result in 
your Placement being terminated.  
 
11. The Company may terminate the Placement at any time if, in its opinion, you have 
behaved unacceptably, not acted in accordance with this agreement or acted in a 
manner that puts patients’ or employees’ safety at risk and/or could cause damage to 
the Company and/or bring the Company into disrepute. If appropriate, your Contact 
may discuss the matter with you first and you may be given the opportunity to 
respond to any complaint before a decision is made.  
 
The above is agreed by you and the Hospital for the purpose of carrying out your Placement. 
From time to time they may be varied by the Company without notice. The arrangements are 
not intended to give rise to an employment relationship. 
 
Academic referee: Dr. Carolien Lamers (Clinical Lecturer, North Wales Clinical Psychology 
Programme) 
 
Signed: 
 
 
Name: Sarah Angela Kriakous  
 
 
Signed........................................         
 
Signed........................................ On behalf of the Hospital 
 
Date...........................................  
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Mindfulness 
 
Editor-in-Chief: Nirbhay N. Singh 
ISSN: 1868-8527 (print version) 
ISSN: 1868-8535 (electronic version) 
Journal no. 12671 
 
Instructions for Authors 
 
EDITORIAL PROCEDURE 
Double-blind peer review 
This journal follows a double-blind reviewing procedure. Authors are therefore requested to 
submit: 
 A blinded manuscript without any author names and affiliations in the text or on the title 
page. Self-identifying citations and references in the article text should be avoided. 
 A separate title page, containing title, all author names, affiliations, and the contact 
information of the corresponding author. Any acknowledgements, disclosures, or 
funding information should also be included on this page. 
 
MANUSCRIPT SUBMISSION 
Manuscript Submission 
Submission of a manuscript implies: that the work described has not been published before; 
that it is not under consideration for publication anywhere else; that its publication has been 
approved by all co-authors, if any, as well as by the responsible authorities – tacitly or explicitly 
– at the institute where the work has been carried out. The publisher will not be held legally 
responsible should there be any claims for compensation. 
Permissions 
Authors wishing to include figures, tables, or text passages that have already been published 
elsewhere are required to obtain permission from the copyright owner(s) for both the print and 
online format and to include evidence that such permission has been granted when submitting 
their papers. Any material received without such evidence will be assumed to originate from 
the authors. 
Online Submission 
Please follow the hyperlink “Submit online” on the right and upload all of your manuscript 
files following the instructions given on the screen. 
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TITLE PAGE 
Title Page 
The title page should include: 
 The name(s) of the author(s) 
 A concise and informative title 
 The affiliation(s) and address(es) of the author(s) 
 The e-mail address, telephone and fax numbers of the corresponding author 
Abstract 
Please provide an abstract of 150 to 250 words. The abstract should not contain any undefined 
abbreviations or unspecified references. 
Keywords 
Please provide 4 to 6 keywords which can be used for indexing purposes. 
TEXT 
Text Formatting 
Manuscripts should be submitted in Word. 
 Use a normal, plain font (e.g., 10-point Times Roman) for text. 
 Use italics for emphasis. 
 Use the automatic page numbering function to number the pages. 
 Do not use field functions. 
 Use tab stops or other commands for indents, not the space bar. 
 Use the table function, not spreadsheets, to make tables. 
 Use the equation editor or MathType for equations. 
 Save your file in docx format (Word 2007 or higher) or doc format (older Word 
versions). 
Manuscripts with mathematical content can also be submitted in LaTeX. 
 LaTeX macro package (zip, 182 kB) 
Headings 
Please use no more than three levels of displayed headings. 
Abbreviations 
Abbreviations should be defined at first mention and used consistently thereafter. 
Footnotes 
Footnotes can be used to give additional information, which may include the citation of a 
reference included in the reference list. They should not consist solely of a reference citation, 
and they should never include the bibliographic details of a reference. They should also not 
contain any figures or tables. 
Footnotes to the text are numbered consecutively; those to tables should be indicated by 
superscript lower-case letters (or asterisks for significance values and other statistical data). 
Footnotes to the title or the authors of the article are not given reference symbols. 
Always use footnotes instead of endnotes. 
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Acknowledgments 
Acknowledgments of people, grants, funds, etc. should be placed in a separate section on the 
title page. The names of funding organizations should be written in full. 
TERMINOLOGY 
• Please always use internationally accepted signs and symbols for units (SI units). 
SCIENTIFIC STYLE 
 Generic names of drugs and pesticides are preferred; if trade names are used, the generic 
name should be given at first mention. 
 Please use the standard mathematical notation for formulae, symbols etc.: 
Italic for single letters that denote mathematical constants, variables, and unknown 
quantities 
Roman/upright for numerals, operators, and punctuation, and commonly defined 
functions or abbreviations, e.g., cos, det, e or exp, lim, log, max, min, sin, tan, d (for 
derivative) 
Bold for vectors, tensors, and matrices. 
REFERENCES 
Citation 
Cite references in the text by name and year in parentheses. Some examples: 
 Negotiation research spans many disciplines (Thompson 1990). 
 This result was later contradicted by Becker and Seligman (1996). 
 This effect has been widely studied (Abbott 1991; Barakat et al. 1995; Kelso and Smith 
1998; Medvec et al. 1999). 
Reference list 
The list of references should only include works that are cited in the text and that have been 
published or accepted for publication. Personal communications and unpublished works should 
only be mentioned in the text. Do not use footnotes or endnotes as a substitute for a reference 
list. 
Reference list entries should be alphabetized by the last names of the first author of each work. 
 Journal article 
Harris, M., Karper, E., Stacks, G., Hoffman, D., DeNiro, R., Cruz, P., et al. (2001). 
Writing labs and the Hollywood connection. Journal of Film Writing, 44(3), 213–
245. 
 Article by DOI 
Slifka, M. K., & Whitton, J. L. (2000) Clinical implications of dysregulated cytokine 
production. Journal of Molecular Medicine, doi: 10.1007/s001090000086 
 Book 
Calfee, R. C., & Valencia, R. R. (1991). APA guide to preparing manuscripts for 
journal publication. Washington, DC: American Psychological Association. 
 Book chapter 
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O’Neil, J. M., & Egan, J. (1992). Men’s and women’s gender role journeys: Metaphor 
for healing, transition, and transformation. In B. R. Wainrib (Ed.), Gender issues 
across the life cycle (pp. 107–123). New York: Springer. 
 Online document 
Abou-Allaban, Y., Dell, M. L., Greenberg, W., Lomax, J., Peteet, J., Torres, M., & 
Cowell, V. (2006). Religious/spiritual commitments and psychiatric practice. 
Resource document. American Psychiatric Association. 
http://www.psych.org/edu/other_res/lib_archives/archives/200604.pdf. Accessed 25 
June 2007. 
Journal names and book titles should be italicized. 
For authors using EndNote, Springer provides an output style that supports the formatting of 
in-text citations and reference list. 
 EndNote style (zip, 3 kB) 
 
ARTICLE LENGTH 
"The average article length is approximately 30 manuscript pages. For manuscripts exceeding 
the standard 30 pages, authors should contact the Editor in Chief, Nirbhay N. Singh directly at 
nirbsingh52@aol.com." 
TABLES 
 All tables are to be numbered using Arabic numerals. 
 Tables should always be cited in text in consecutive numerical order. 
 For each table, please supply a table caption (title) explaining the components of the 
table. 
 Identify any previously published material by giving the original source in the form 
of a reference at the end of the table caption. 
 Footnotes to tables should be indicated by superscript lower-case letters (or asterisks 
for significance values and other statistical data) and included beneath the table body. 
 
ARTWORK AND ILLUSTRATIONS GUIDELINES 
Electronic Figure Submission 
 Supply all figures electronically. 
 Indicate what graphics program was used to create the artwork. 
 For vector graphics, the preferred format is EPS; for halftones, please use TIFF 
format. MSOffice files are also acceptable. 
 Vector graphics containing fonts must have the fonts embedded in the files. 
 Name your figure files with "Fig" and the figure number, e.g., Fig1.eps. 
Line Art 
 Definition: Black and white graphic with no shading. 
 Do not use faint lines and/or lettering and check that all lines and lettering within the 
figures are legible at final size. 
 All lines should be at least 0.1 mm (0.3 pt) wide. 
 Scanned line drawings and line drawings in bitmap format should have a minimum 
resolution of 1200 dpi. 
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 Vector graphics containing fonts must have the fonts embedded in the files. 
Halftone Art 
 Definition: Photographs, drawings, or paintings with fine shading, etc. 
 If any magnification is used in the photographs, indicate this by using scale bars within 
the figures themselves. 
 Halftones should have a minimum resolution of 300 dpi. 
Combination Art 
 Definition: a combination of halftone and line art, e.g., halftones containing line 
drawing, extensive lettering, and colour diagrams, etc. 
 Combination artwork should have a minimum resolution of 600 dpi. 
Colour Art 
 Colour art is free of charge for online publication. 
 If black and white will be shown in the print version, make sure that the main 
information will still be visible. Many colours are not distinguishable from one another 
when converted to black and white. A simple way to check this is to make a xerographic 
copy to see if the necessary distinctions between the different colours are still apparent. 
 If the figures will be printed in black and white, do not refer to colour in the captions. 
 Colour illustrations should be submitted as RGB (8 bits per channel). 
Figure Lettering 
 To add lettering, it is best to use Helvetica or Arial (sans serif fonts). 
 Keep lettering consistently sized throughout your final-sized artwork, usually about 
2–3 mm (8–12 pt). 
 Variance of type size within an illustration should be minimal, e.g., do not use 8-pt 
type on an axis and 20-pt type for the axis label. 
 Avoid effects such as shading, outline letters, etc. 
 Do not include titles or captions within your illustrations. 
Figure Numbering 
 All figures are to be numbered using Arabic numerals. 
 Figures should always be cited in text in consecutive numerical order. 
 Figure parts should be denoted by lowercase letters (a, b, c, etc.). 
 If an appendix appears in your article and it contains one or more figures, continue the 
consecutive numbering of the main text. Do not number the appendix figures, 
"A1, A2, A3, etc." Figures in online appendices (Electronic Supplementary Material) 
should, however, be numbered separately. 
Figure Captions 
 Each figure should have a concise caption describing accurately what the figure 
depicts. Include the captions in the text file of the manuscript, not in the figure file. 
 Figure captions begin with the term Fig. in bold type, followed by the figure number, 
also in bold type. 
 No punctuation is to be included after the number, nor is any punctuation to be placed 
at the end of the caption. 
 Identify all elements found in the figure in the figure caption; and use boxes, circles, 
etc., as coordinate points in graphs. 
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 Identify previously published material by giving the original source in the form of a 
reference citation at the end of the figure caption. 
Figure Placement and Size 
 Figures should be submitted separately from the text, if possible. 
 When preparing your figures, size figures to fit in the column width. 
 For most journals the figures should be 39 mm, 84 mm, 129 mm, or 174 mm wide and 
not higher than 234 mm. 
 For books and book-sized journals, the figures should be 80 mm or 122 mm wide and 
not higher than 198 mm. 
Permissions 
If you include figures that have already been published elsewhere, you must obtain permission 
from the copyright owner(s) for both the print and online format. Please be aware that some 
publishers do not grant electronic rights for free and that Springer will not be able to refund 
any costs that may have occurred to receive these permissions. In such cases, material from 
other sources should be used. 
Accessibility 
In order to give people of all abilities and disabilities access to the content of your figures, 
please make sure that 
 All figures have descriptive captions (blind users could then use a text-to-speech 
software or a text-to-Braille hardware) 
 Patterns are used instead of or in addition to colours for conveying information (colour-
blind users would then be able to distinguish the visual elements) 
 Any figure lettering has a contrast ratio of at least 4.5:1 
ELECTRONIC SUPPLEMENTARY MATERIAL 
Springer accepts electronic multimedia files (animations, movies, audio, etc.) and other 
supplementary files to be published online along with an article or a book chapter. This feature 
can add dimension to the author's article, as certain information cannot be printed or is more 
convenient in electronic form. 
Submission 
 Supply all supplementary material in standard file formats. 
 Please include in each file the following information: article title, journal name, author 
names; affiliation and e-mail address of the corresponding author. 
 To accommodate user downloads, please keep in mind that larger-sized files may 
require very long download times and that some users may experience other problems 
during downloading. 
Audio, Video, and Animations 
 Resolution: 16:9 or 4:3 
 Maximum file size: 25 GB 
 Minimum video duration: 1 sec 
 Supported file formats: avi, wmv, mp4, mov, m2p, mp2, mpg, mpeg, flv, mxf, mts, m4v, 
3gp 
Text and Presentations 
 Submit your material in PDF format; .doc or .ppt files are not suitable for long-term 
viability. 
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 A collection of figures may also be combined in a PDF file. 
Spreadsheets 
 Spreadsheets should be converted to PDF if no interaction with the data is intended. 
 If the readers should be encouraged to make their own calculations, spreadsheets should 
be submitted as .xls files (MS Excel). 
Specialized Formats 
 Specialized format such as .pdb (chemical), .wrl (VRML), .nb (Mathematica notebook), 
and .tex can also be supplied. 
Collecting Multiple Files 
 It is possible to collect multiple files in a .zip or .gz file. 
Numbering 
 If supplying any supplementary material, the text must make specific mention of the 
material as a citation, similar to that of figures and tables. 
 Refer to the supplementary files as “Online Resource”, e.g., "... as shown in the 
animation (Online Resource 3)", “... additional data are given in Online Resource 4”. 
 Name the files consecutively, e.g. “ESM_3.mpg”, “ESM_4.pdf”. 
Captions 
 For each supplementary material, please supply a concise caption describing the content 
of the file. 
Processing of supplementary files 
 Electronic supplementary material will be published as received from the author without 
any conversion, editing, or reformatting. 
Accessibility 
In order to give people of all abilities and disabilities access to the content of your 
supplementary files, please make sure that 
 The manuscript contains a descriptive caption for each supplementary material 
 Video files do not contain anything that flashes more than three times per second (so 
that users prone to seizures caused by such effects are not put at risk) 
 
INTEGRITY OF RESEARCH AND REPORTING 
Ethical standards 
Manuscripts submitted for publication must contain a statement to the effect that all human and 
animal studies have been approved by the appropriate ethics committee and have therefore 
been performed in accordance with the ethical standards laid down in the 1964 Declaration of 
Helsinki and its later amendments. 
It should also be stated clearly in the text that all persons gave their informed consent prior to 
their inclusion in the study. Details that might disclose the identity of the subjects under study 
should be omitted. 
These statements should be added in a separate section before the reference list. If these 
statements are not applicable, authors should state: The manuscript does not contain clinical 
studies or patient data. 
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The editors reserve the right to reject manuscripts that do not comply with the above-mentioned 
requirements. The author will be held responsible for false statements or failure to fulfil the 
above-mentioned requirements 
Conflict of interest 
Authors must indicate whether or not they have a financial relationship with the organization 
that sponsored the research. This note should be added in a separate section before the reference 
list. 
If no conflict exists, authors should state: The authors declare that they have no conflict of 
interest. 
DOES SPRINGER PROVIDE ENGLISH LANGUAGE SUPPORT? 
Manuscripts that are accepted for publication will be checked by our copyeditors for spelling 
and formal style. This may not be sufficient if English is not your native language and 
substantial editing would be required. In that case, you may want to have your manuscript 
edited by a native speaker prior to submission. A clear and concise language will help editors 
and reviewers concentrate on the scientific content of your paper and thus smooth the peer 
review process. 
The following editing service provides language editing for scientific articles in all areas 
Springer publishes in: 
Use of an editing service is neither a requirement nor a guarantee of acceptance for publication. 
Please contact the editing service directly to make arrangements for editing and payment. 
ETHICAL RESPONSIBILITIES OF AUTHORS 
This journal is committed to upholding the integrity of the scientific record. As a member of 
the Committee on Publication Ethics (COPE) the journal will follow the COPE guidelines on 
how to deal with potential acts of misconduct. 
Authors should refrain from misrepresenting research results which could damage the trust in 
the journal, the professionalism of scientific authorship, and ultimately the entire scientific 
endeavour. Maintaining integrity of the research and its presentation can be achieved by 
following the rules of good scientific practice, which include: 
 The manuscript has not been submitted to more than one journal for simultaneous 
consideration. 
 The manuscript has not been published previously (partly or in full), unless the new 
work concerns an expansion of previous work (please provide transparency on the re-
use of material to avoid the hint of text-recycling (“self-plagiarism”)). 
 A single study is not split up into several parts to increase the quantity of submissions 
and submitted to various journals or to one journal over time (e.g. “salami-
publishing”). 
 No data have been fabricated or manipulated (including images) to support your 
conclusions 
 No data, text, or theories by others are presented as if they were the author’s own 
(“plagiarism”). Proper acknowledgements to other works must be given (this includes 
material that is closely copied (near verbatim), summarized and/or paraphrased), 
quotation marks are used for verbatim copying of material, and permissions are 
secured for material that is copyrighted. 
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Important note: the journal may use software to screen for plagiarism. 
 Consent to submit has been received explicitly from all co-authors, as well as from 
the responsible authorities - tacitly or explicitly - at the institute/organization where 
the work has been carried out, before the work is submitted. 
 Authors whose names appear on the submission have contributed sufficiently to the 
scientific work and therefore share collective responsibility and accountability for the 
results. 
In addition: 
 Changes of authorship or in the order of authors are not accepted after acceptance of a 
manuscript. 
 Requesting to add or delete authors at revision stage, proof stage, or after publication is 
a serious matter and may be considered when justifiably warranted. Justification for 
changes in authorship must be compelling and may be considered only after receipt of 
written approval from all authors and a convincing, detailed explanation about the 
role/deletion of the new/deleted author. In case of changes at revision stage, a letter must 
accompany the revised manuscript. In case of changes after acceptance or publication, 
the request and documentation must be sent via the Publisher to the Editor-in-Chief. In 
all cases, further documentation may be required to support your request. The decision 
on accepting the change rests with the Editor-in-Chief of the journal and may be turned 
down. Therefore authors are strongly advised to ensure the correct author group, 
corresponding author, and order of authors at submission. 
 Upon request authors should be prepared to send relevant documentation or data in order 
to verify the validity of the results. This could be in the form of raw data, samples, 
records, etc. 
If there is a suspicion of misconduct, the journal will carry out an investigation following the 
COPE guidelines. If, after investigation, the allegation seems to raise valid concerns, the 
accused author will be contacted and given an opportunity to address the issue. If misconduct 
has been established beyond reasonable doubt, this may result in the Editor-in-Chief’s 
implementation of the following measures, including, but not limited to: 
 If the article is still under consideration, it may be rejected and returned to the author. 
 If the article has already been published online, depending on the nature and severity of 
the infraction, either an erratum will be placed with the article or in severe cases 
complete retraction of the article will occur. The reason must be given in the published 
erratum or retraction note. 
 The author’s institution may be informed. 
COMPLIANCE WITH ETHICAL STANDARDS 
To ensure objectivity and transparency in research and to ensure that accepted principles of 
ethical and professional conduct have been followed, authors should include information 
regarding sources of funding, potential conflicts of interest (financial or non-financial), 
informed consent if the research involved human participants, and a statement on welfare of 
animals if the research involved animals. 
Authors should include the following statements (if applicable) in a separate section entitled 
“Compliance with Ethical Standards” on the title page when submitting a paper: 
 Disclosure of potential conflicts of interest 
 Research involving Human Participants and/or Animals 
 Informed consent 
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Please note that standards could vary slightly per journal dependent on their peer review 
policies (i.e. double blind peer review) as well as per journal subject discipline. Before 
submitting your article check the Instructions for Authors carefully. 
The corresponding author should be prepared to collect documentation of compliance with 
ethical standards and send if requested during peer review or after publication. 
The Editors reserve the right to reject manuscripts that do not comply with the above-
mentioned guidelines. The author will be held responsible for false statements or failure to 
fulfil the above-mentioned guidelines. 
DISCLOSURE OF POTENTIAL CONFLICTS OF INTEREST 
Authors must disclose all relationships or interests that could influence or bias the work. 
Although an author may not feel there are conflicts, disclosure of relationships and interests 
affords a more transparent process, leading to an accurate and objective assessment of the work. 
Awareness of real or perceived conflicts of interests is a perspective to which the readers are 
entitled and is not meant to imply that a financial relationship with an organization that 
sponsored the research or compensation for consultancy work is inappropriate. Examples of 
potential conflicts of interests that are directly or indirectly related to the research may 
include but are not limited to the following: 
 Research grants from funding agencies (please give the research funder and the grant 
number) 
 Honoraria for speaking at symposia 
 Financial support for attending symposia 
 Financial support for educational programs 
 Employment or consultation 
 Support from a project sponsor 
 Position on advisory board or board of directors or other type of management 
relationships 
 Multiple affiliations 
 Financial relationships, for example equity ownership or investment interest 
 Intellectual property rights (e.g. patents, copyrights and royalties from such rights) 
 Holdings of spouse and/or children that may have financial interest in the work 
In addition, interests that go beyond financial interests and compensation (non-financial 
interests) that may be important to readers should be disclosed. These may include but are not 
limited to personal relationships or competing interests directly or indirectly tied to this 
research, or professional interests or personal beliefs that may influence your research. 
The corresponding author collects the conflict of interest disclosure forms from all authors. In 
author collaborations where formal agreements for representation allow it, it is sufficient for 
the corresponding author to sign the disclosure form on behalf of all authors. Examples of 
forms can be found 
The corresponding author will include a summary statement on the title page that is separate 
from their manuscript, which reflects what is recorded in the potential conflict of interest 
disclosure form(s). 
See below examples of disclosures: 
Funding: This study was funded by X (grant number X). 
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Conflict of Interest: Author A has received research grants from Company A. Author B has 
received a speaker honorarium from Company X and owns stock in Company Y. Author C is 
a member of committee Z. 
If no conflict exists, the authors should state: 
Conflict of Interest: The authors declare that they have no conflict of interest. 
RESEARCH INVOLVING HUMAN PARTICIPANTS AND/OR ANIMALS 
1) Statement of human rights 
When reporting studies that involve human participants, authors should include a statement 
that the studies have been approved by the appropriate institutional and/or national research 
ethics committee and have been performed in accordance with the ethical standards as laid 
down in the 1964 Declaration of Helsinki and its later amendments or comparable ethical 
standards. 
If doubt exists whether the research was conducted in accordance with the 1964 Helsinki 
Declaration or comparable standards, the authors must explain the reasons for their approach, 
and demonstrate that the independent ethics committee or institutional review board explicitly 
approved the doubtful aspects of the study. 
The following statements should be included in the text before the References section: 
Ethical approval: “All procedures performed in studies involving human participants were in 
accordance with the ethical standards of the institutional and/or national research committee 
and with the 1964 Helsinki declaration and its later amendments or comparable ethical 
standards.” 
For retrospective studies, please add the following sentence: 
“For this type of study formal consent is not required.” 
2) Statement on the welfare of animals 
The welfare of animals used for research must be respected. When reporting experiments on 
animals, authors should indicate whether the international, national, and/or institutional 
guidelines for the care and use of animals have been followed, and that the studies have been 
approved by a research ethics committee at the institution or practice at which the studies were 
conducted (where such a committee exists). 
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Abstract 
Introduction: Burnout and occupational stress are high amongst healthcare professionals 
(HCPs). Mindfulness Based Stress Reduction (MBSR) has been found to improve 
psychological health outcomes in HCPs.  However, there have been no reviews that have 
focused solely on quantitative studies published post 2007 or, that have investigated the 
effectiveness of MBSR on psychological functioning in a variety of HCPs.  
Objective: This literature review explored the effectiveness of MBSR on psychological 
functioning in a variety of HCPs.  
Methods: Three electronic databases were searched. Studies included were quantitative, had a 
pre-post design, employed MBSR programmes, participants were healthcare students/and or 
professionals, used standardised measures of psychological functioning and were published 
between January 2008 and January 2015. A narrative synthesis approach was employed to 
summarise and explain the findings of the studies included in this literature review.  
Findings: The collated literature suggested that MBSR was effective in reducing anxiety, 
depression, trait anger, rumination, stress and increasing mindfulness and self-compassion. 
However, MBSR did not appear to be as effective in reducing burnout and improving 
resilience. Abbreviated MBSR programmes were just as effective as the standard eight week 
MBSR programmes.  
Conclusions: MBSR is an effective intervention in improving psychological functioning in 
HCPs, however, better quality studies with more robust study designs, which have bigger 
samples sizes, heterogeneous samples and active comparison interventions are recommended.  
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Introduction 
 
Stress and Burnout in Healthcare Professionals (HCPs) 
HCPs are exposed to emotionally challenging and stressful situations in the workplace, 
especially in the current climate where there is an increasing demand for clinical productivity 
along with other work-related pressures (Aiken, Clark, Sloane, Sochalski & Silber, 2002; 
Schinler et al., 2006). Stress and work-related burnout is common amongst different HCPs, 
including nurses, physicians and psychologists (Rupert & Morgan, 2005; Shanafelt, Sloan, & 
Habermann, 2003; Vahey, Aiken, Sloane, Clarke & Vargas, 2004). Stress can be defined as a 
relationship between an individual and their environment, which the individual appraises as 
potentially threatening to their well-being (Lazarus & Folkman, 1984).  
In relation to burnout, there does not appear to be a universally agreed definition 
(Farber, 1983), however, burnout can be viewed as a process rather than a fixed state (Schulz, 
Greenley & Brown, 1995) and can be defined as emotional, mental and physical exhaustion 
caused by excessive and prolonged stress. In relation to employment, Maslach, Jackson and 
Leiter (1996) developed a model of burnout and proposed that burnout is a work-related 
syndrome which included three components: 1) emotional exhaustion; 2) depersonalization and 
3) diminished feelings of personal accomplishment. Emotional exhaustion is the main 
symptom of burnout and refers to the reduced ability to experience emotions relating to work. 
Depersonalization is the process which involves individuals distancing themselves from clients 
by disregarding the characteristics that make them unique. Personal accomplishment relates to 
the feeling of achievement from working with individuals (Maslach et al., 1996; Maslach, 
Schaufeli & Leiter, 2001). 
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Staff stress and burnout in HCPs has been associated with physical and mental health 
problems, including anxiety, depression, diabetes, fatigue, heart disease, hypertension, 
insomnia and obesity (Bryant, Fairbrother & Fenton., 2009; Miller, Stiff & Ellis, 1988; 
Spickard, Gabbe & Christensen, 2002; Weinberg & Creed, 2000). Burnout amongst HCPs has 
also been associated with decreased job satisfaction (Dougherty et al., 2009) and negative 
service user outcomes, including reduced service user satisfaction and increased work errors 
(Fahrenkopf et al., 2008; Vahey et al., 2004; Williams, Manwell, Konrad & Linzwer 2007).   
 
Mindfulness, Occupational Stress and Burnout 
In order to address  occupational stress and burnout amongst HCPs, there is a growing 
body of evidence to suggest that mindfulness based interventions (MBIs) can help decrease 
stress and burnout in HCPs, increase job satisfaction and improve service user outcomes 
(Escuriex & Labbe, 2011; Irving, Dobkin & Park, 2009; Shanafelt, 2009). There are varying 
definitions of mindfulness, however, it is more commonly and operationally defined as the 
quality of awareness that occurs through intentionally focusing on present moment experiences 
in an accepting and non-judgemental manner (Kabat-Zinn, 1994). Mindfulness has become an 
increasingly popular intervention worldwide, it has an extensive and well-established evidence 
base investigating the efficacy of mindfulness based interventions (MBIs) to improve 
psychological functioning and well-being in clinical and non-clinical populations (Gu, Strauss, 
Bond & Cavanagh, 2015).   
There are numerous MBIs that are currently being employed with clinical and non-
clinical populations, however, Mindfulness Based Stress Reduction (MBSR; Kabat-Zinn, 
1982) is one of the most extensively used and evaluated MBIs. MBSR was originally designed 
for patients with chronic medical conditions to help reduce stress and improve their quality of 
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life via focused attention, meditation, cognitive restructuring and adaptive learning techniques 
(Kabat-Zinn, 1990).  The standard MBSR programme is an eight-week group intervention, 
where participants meet once weekly for two to three hours, undertake a six hour silent retreat 
and are encouraged to complete 45 minutes of daily mindfulness practice to aid skill 
generalisation (Virgili, 2013).  Mindfulness is taught via formal (e.g., body scan, sitting 
meditation, mindful walking, and Hatha Yoga) and informal practices (everyday activities, e.g., 
brushing teeth and washing dishes).  
There are numerous theoretical models to explain the potential mechanisms of 
mindfulness and MBIs. A similarity of many of the models is that they postulate that 
mindfulness causes a positive shift in perspective and an ability to objectively view one’s life 
experiences, this is often referred to as ‘decentering’ (Baer, 2003; Brown, Ryan & Creswell., 
2007; Shapiro, Carlson, Astin & Freedman, 2006). Shapiro et al. (2006) highlighted that 
mindfulness involves three interwoven mechanisms that form part of a single cyclical process: 
1) intention (on purpose) 2) attention (paying attention) and 3) attitude (with openness and non-
judgement). Figure 1 illustrates these three mechanisms of mindfulness as a single cyclical 
process. These mechanisms (intention, attention and attitude) then lead to the aforementioned 
shift in perspective, Shapiro et al. (2006) refers to this process as ‘reperceiving’.  
 
Insert Figure 1 
 
Reperceiving facilitates an individual’s ability to observe their thoughts and feelings 
with greater clarity.  Reperceiving is classified as a meta-mechanism that then leads to an 
additional four mechanisms: 1) self-regulation; 2) values clarification; 3) cognitive, emotional 
and behavioural flexibility and 4) exposure to strong emotions with objectivity. These 
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additional mechanisms result in changes which then produce positive outcomes (e.g., adaptive 
coping and reduction in stress).   
 Kabat-Zinn (2013) suggested that individuals can react to stress in a habitually 
unhealthy way. For example, an individual worrying they may have a fatal disease may become 
stressful and disabling, despite it not being true; this, in turn can prevent individuals from 
seeing things clearly, from solving problems creatively, communicating their emotions 
effectively to others and to understanding what is happening inside themselves. These feelings 
and behaviours can be referred to as a ‘habitual or automatic stress reaction’ (pg. 3351). Kabat-
Zinn highlighted that mindfulness can help individuals employ a ‘mindfulness-mediated stress 
response’ (pg.3352). This process enables individuals to engage in the process of reperceiving, 
this then reduces the power of the stress reaction, and consequently, individuals can employ 
more adaptive, effective coping strategies, which in turn reduces stress.  
 
The Effectiveness of MBSR  
Two reviews conducted with a population of healthy adults concluded that, despite 
studies being flawed with methodological limitations, MBSR was efficacious in reducing both 
anxiety and stress and increasing self-compassion (Chiesa & Serretti, 2009; Sharma & Rush., 
2014). Similarly, a meta-analysis concluded that brief versions (e.g., 4-6 weeks) of MBSR were 
equally as effective in reducing psychological distress in working adults compared with the 
MBSR originally designed for clinical populations (Virgili, 2013). Numerous reviews have 
investigated the effectiveness of MBIs on psychological outcomes in HCPs and they concluded 
                                                          
1, 2 Kabat-Zinn. J. (2013). Full Catastrophe Living. Croydon, England: CPI Group (UK) Ltd.  
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that MBIs were effective in reducing anxiety, burnout, stress and rumination and increasing 
mindfulness and self-compassion in HCPs (Escuriex & Labbe, 2011; Irving et al., 2009; 
Morgan, Simpson & Smith, 2014; Smith, 2014).  
However, the MBIs included in the reviews were not all based on MBSR, (Escuriex & 
Labbe, 2011), there was a mixture of qualitative and quantitative studies (Escuriex & Labbe, 
2011; Irving et al., 2009; Morgan et al., 2014; Smith, 2014) and the samples included specific 
groups of HCPs, e.g., nurses (Smith, 2014). The variability of studies included in the 
aforementioned reviews suggested that there was a need for reviews to focus specifically on 
the effectiveness of MBSR on psychological outcomes in different groups of HCPs.  
 
Scope and Rationale for this Literature Review  
Irving et al. (2009) undertook a review of empirical studies examining the potential 
benefits of MBSR for improving well-being and coping with stress in HCPs. From the ten 
quantitative studies reviewed, Irving et al. (2009) found that MBSR consistently reduced 
anxiety, emotional exhaustion and stress whilst also increasing positive affect. However, the 
review only included published studies until 2007, many of the quantitative studies had 
methodological shortcomings such as small sample sizes (Beddoe & Murphy, 2004; Cohen-
Katz, Wiley, Capuano, Baker & Shapiro, 2005; MacKenzie, Poulin & Seidman-Carlson, 2006; 
Shapiro, Astin, Bishop & Cordova 2005; Shapiro, Brown & Biegel, 2007; Young, Bruce, 
Turner & Linden, 2001) and only one study included an additional treatment comparison (Jain 
et al., 2007).  
Since 2007 additional studies have been published in this area, therefore, the aim of this 
literature review was to examine these additional quantitative studies and investigate the 
effectiveness of MBSR on psychological functioning in a variety of HCPs. Psychological 
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functioning can be defined as an individual’s ability to achieve their goals internal and external 
to themselves, it also includes the individual’s mood, emotions, mental health and behaviour 
(Preedy & Watson, 2010).  
Furthermore, many studies included in Irving et al’s. (2009) review did not account for 
additional factors which could have influenced treatment outcomes, such as treatment duration, 
instructor experience, treatment integrity, level of mindfulness home practice and participant 
incentives. Therefore, an additional aim of this literature review was to explore the relationship 
between these aforementioned factors and treatment outcomes in MBSR studies between 
January 2008 and January 2015. 
 
Method 
Inclusion and Exclusion Criteria  
Types of Studies  
Studies were included in the literature review if they had a quantitative methodology, 
if they employed a pre-post design and if they included the use of control groups, waiting-list 
controls or active treatment comparisons. Studies were excluded from the literature review if 
they only had a qualitative methodology. Studies included were also published in the English 
language and peer reviewed publications.  
 
Types of Participants  
Studies included had samples of healthcare students and HCPs working within an 
academic and clinical capacity. Professional disciplines included counselling, nursing, 
different specialisms of medicine, mental health, occupational therapy, psychology, psychiatry, 
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social work and support staff working within a healthcare setting. Studies were excluded if the 
sample were carers for friends and/or family members.  
 
Types of Interventions 
Studies included the use of MBSR and any modified programmes derived directly from 
MBSR, (e.g., in relation to programme duration). Studies were excluded if the MBSR 
programme included additional psycho-educational components, (e.g., mindful 
communication); additional therapeutic concepts, (e.g., Mindfulness Based Cognitive Therapy 
(MBCT; Kabat-Zinn, 1982) and Acceptance and Commitment Therapy (ACT; Hayes & 
Wilson, 1994); and additional physical exercises, (e.g., Qigong). Studies were also excluded if 
an audio CD of guided mindfulness practice was used solely as the mode of intervention. No 
restrictions were applied for the length of MBSR interventions or the use of adapted MBSR 
interventions.   
 
Types of Outcome Measures  
Outcome measures were to be administered at baseline (pre-treatment) and follow-up 
(post-treatment) and the study used at least one standardised measure for an area of 
psychological functioning, including mood, burnout, stress, resilience, self-compassion, 
rumination, mental well-being, psychological distress and mindfulness. Outcome measures and 
subscales were excluded if they measured empathy towards others, physical health and 
spirituality. Studies included were also published in the English language and peer reviewed 
publications.   
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Quality Assessment of Research Studies  
The Quality Assessment Tool for Quantitative Studies (National Collaborating Centre 
for Methods and Tools, 2008) was developed by the Effective Public Health Practice Project 
(EPHPP, 1998).  The tool was used by the main author to assess the quality of the research 
studies included in this review and to make recommendations from the study findings. The tool 
has been found to have content validity and test-retest reliability (Time 1 r=0.74; Time 2 
r=0.61) (Thomas, Ciliska, Dobbins & Micucci, 2004). 
The tool produced an overall methodological rating of ‘weak’, ‘moderate’ or ‘strong’ 
for each study and this was based on quality ratings provided for six components: 1) selection-
bias; 2) study design; 3) confounders; 4) blinding; 5) data collection methods and 6) withdrawal 
and drop outs. Two final components, intervention integrity and analysis, were also 
incorporated into the tool but a score was not provided for these sections.  
A dictionary specific to the Quality Assessment Tool for Quantitative Studies was used 
to assist the main author and to maintain standardised results. Any queries relating to the quality 
ratings were discussed with the research team at Bangor University. All studies were included 
in the literature review regardless of their quality rating, because one of the aims of this 
literature review was to examine the quality and the robustness of the studies.  
 
Search Strategy 
Three electronic databases (Psych Info, PubMed and Web of Science) were searched 
from January 2008 until January 2015. Search terms related to the intervention (mindfulness) 
and the participant group (healthcare professionals/health care professionals) were used for all 
three databases. The filters peer reviewed studies were used where possible.  
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Initially duplicate studies from the three different databases searches were identified 
and removed accordingly. Titles and abstracts of potential eligible studies from the three 
database searches were then identified and reviewed. Studies that did not meet the minimum 
inclusion criteria were eliminated. Remaining relevant citations were obtained in full text and 
assessed in relation to the inclusion/exclusion criteria, thus identifying a final list of studies for 
inclusion in the literature review.  
Reference lists and the ‘cite’ button on Google Scholar were used for the final list of 
studies to search for additional studies. Other resources included in the search strategy were 
the Cochrane Library, the Mindfulness Journal and the American Mindfulness Research 
Association’s Mindfulness Research Monthly Newsletter. The PRISMA diagram (Moher, 
Liberati, Tetzlaff & Altman, 2009) detailing different stages of the search strategy for this 
review are illustrated in Figure 2.  
 
Insert Figure 2 
 
Results 
 
Eighteen studies were included in the review that investigated the effectiveness of 
MBSR on psychological functioning in a variety of healthcare students and/or professionals. 
The term ‘MBSR’ will be used throughout this review to refer to traditional MBSR 
programmes and other mindfulness interventions that were directly adapted from MBSR. This 
section will now review the salient findings of the studies in relation to the different aspects of 
psychological functioning in HCPs. Due to the variation in the outcome measures employed 
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throughout the studies, the measures have not been detailed in the main body of the literature 
review. A summary of the studies, including the outcome measures used, are presented in Table 
1.   
Insert Table 1 
 
Anxiety 
From synthesizing the significant findings from these studies, MBSR interventions 
were found to be effective in reducing scores of anxiety post-intervention compared to pre-
intervention in nursing students (Kang, Choi, & Ryu, 2009; Song & Lindquist, 2015), nurses 
(Ando, Natsume, Kukihara, Shibata & Ito, 2011; Pipe, Bortz, & Duek, 2009) and a variety of 
HCPs including doctors, mental health professionals and support staff (Manotas, Segura, 
Eraso, Oggins & McGovern, 2014) when compared to controls.  
In relation to the studies that completed a follow-up, reduced anxiety scores were 
sustained at three-week follow-up in graduate healthcare students compared to controls 
(Barbosa et al., 2013) and at a nine-month follow-up in primary care clinicians (Fortney, 
Luhterhand, Zakletskaia, Zgierska & Rakel., 2013).  One study found no significant changes 
for trait anxiety, but a significant change in state anxiety was observed in a group of resident 
intern psychiatrists and clinical psychologists post-intervention compared to pre-intervention 
(Vega et al., 2014).  
In summary, eight studies that measured anxiety with the exception of one (Vega et al., 
2014), all found significant reductions in anxiety post intervention compared to pre-
intervention and these changes were sustained until nine-month follow-up (Fortney et al., 
2013).  
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Depression  
MBSR was found to be effective in significantly reducing scores of depression pre-
intervention compared to post-intervention in nursing students (Song & Lindquist, 2015), 
nurses (Ando et al., 2011), intern psychiatrists and clinical psychologists (Vega et al., 2014)  
and a variety of other HCPs including doctors, mental HCPs and support staff (Manotas et al., 
2014). Improvements in depression were also maintained at nine-month follow-up in primary 
care clinicians (Fortney et al., 2013).  
Two further studies found reduced depression scores in a group of nursing students 
(Kang et al., 2009) and nurses (Pipe et al., 2009) post-intervention compared to pre-
intervention. However, no significant differences were found between participants that 
completed the mindfulness groups compared with participants that did not receive any 
intervention (Kang et at., 2009) or participants that completed a leadership course (Pipe et al., 
2009). One study found no significant improvements for depression in a variety of HCPs 
including social workers, physicians and psychologists post-intervention compared to pre-
intervention and when compared to the control group (Moody et al., 2013).  
 In summary, seven studies found significant reductions in depression post-intervention 
compared with pre-intervention, and improvements were maintained at nine-month follow-up 
(Fortney et al., 2013). However, three studies did not find statistically significant reductions in 
depression when comparing the mindfulness groups to control groups (Kang et al., 2009; 
Moody et al., 2013) and a treatment comparison (e.g. leadership group) (Pipe et al., 2009).  
 
Anger 
Only one study explored the effects of MBSR on anger in HCPs. Vega et al. (2014) 
found a significant improvement in the anger reaction subscale of trait anger in a group of 
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residential intern psychiatrists and clinical psychologists post-intervention compared with pre-
treatment and when compared to a control group. However, no significant differences were 
found between groups for any of the state anger subscales and the angry temperament subscale 
of trait anger.  
 
Psychological Well-being 
For the purpose of this literature review outcome measures investigating psychological 
distress and mental well-being were included under the category of psychological well-being. 
From synthesising all the significant findings from the studies, MBSR interventions were found 
to be effective in reducing psychological distress in a variety of HCPs including nurses, doctors 
and psychologists (Bazarko, Cate, Azocar & Kreitzer, 2013; Martin-Asuero & Gacia-Banda., 
2010). Improvements were also maintained at three (Martin-Asuero & Gacia-Banda., 2010) 
and four-month follow-up (Bazarko et al., 2013). A significant reduction in rumination was 
also observed in HCPs, and decreases in rumination also had a significant relationship with a 
reduction in psychological distress (Martin-Asuero & Gacia-Banda, 2010).  
When MBSR groups were compared to control groups, a significant improvement in 
psychological distress was found in nurses (Pipe et al., 2009), other HCPs including doctors, 
mental health professionals and support staff (Manotas et al., 2014) and in academic HCPs 
(Geary & Rosenthal, 2011). Improvements had also been maintained at one-year follow-up 
(Geary & Rosenthal, 2011). Symptom intensity had also significantly improved post-
intervention compared to pre-intervention in the MBSR groups (Pipe et al., 2009).  
In relation to mental well-being, MBSR was found to significantly improve scores in 
physicians and other healthcare providers post-intervention compared with pre-intervention 
(Goodman & Schorling, 2012). When compared to controls, MBSR had significantly improved 
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mental well-being in academic HCPs (Geary & Rosenthal, 2011), significantly reduced mental 
distress and significantly improved subjective well-being in medical and psychology students 
(deVibe et al., 2013). Improvements for mental well-being were maintained at one-year follow-
up (Geary & Rosenthal, 2011) and when gender was investigated, women had significant 
improvements in mental distress and subjective well-being when compared to men (deVibe et 
al., 2013).  
In summary, all studies found significant reductions in psychological distress and 
significant improvements in mental well-being post-intervention compared with pre-
intervention. Improvements in symptom intensity and a reduction in rumination (Pipe et al., 
2009) were also observed (Martin-Asuero & Gacia-Banda, 2010). Improvements were 
maintained for up to one-year follow-up for different aspects of psychological well-being 
(Geary & Rosenthal, 2011).  
 
Stress  
In relation to studies that had a pre-post design, MBSR was found to significantly 
reduce stress scores post-intervention compared with pre-intervention in a variety of HCPs (e.g. 
psychiatric nurses, social workers, mental health professionals) who worked in an inpatient 
psychiatric unit (Brady, O’Connor, Burgermeister & Hanson, 2012). A further study found that 
perceived stress decreased in HCPs (e.g. doctors, nurses, psychologists) working in a hospital 
or in a primary care centre, however, improvements were not statistically significant post-
intervention compared with pre-intervention (Martin-Asuero & Gacia-Banda, 2010).  
When compared to controls, MBSR was found to significantly reduce stress in nursing 
students (Kang et al; 2009; Song & Lindquist, 2015) and a variety of HCPs in other healthcare 
settings post-intervention from pre-intervention (e.g. doctors, nurses, mental health 
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professionals, support staff) (Manotas et al., 2014). However, two studies found no statistically 
significant improvements between the MBSR group and control group post-intervention 
compared to pre-intervention in medical and psychology students, (deVibe et al., 2013) and in 
a group of paediatric oncology staff members (Moody et al., 2013). Interestingly, MBSR 
resulted in significant positive improvements for female students compared to males (deVibe 
et al., 2013).  
A number of studies had also measured changes in stress for different follow-up 
periods. Improvements in stress had been maintained at one-month follow-up for college 
students going into the helping professions (Newsome, Waldo & Gruszka, 2012), two months 
for HCPs that work in an adolescent psychiatric unit (Hallman, O’Connor, Hasenau & Brady, 
2014), four months for nurses (Bazarko et al., 2013), nine months for primary care clinicians 
(Fortney et al., 2013) and a year for academic healthcare employees (Geary& Rosenthal, 2011).  
In summary, ten studies found significant reductions in stress post-intervention 
compared with pre-intervention, which were maintained up to one-year follow-up (Geary& 
Rosenthal, 2011). However, three studies did not find statistically significant reductions in 
stress post-intervention compared with pre-intervention (Martin-Asuero & Gacia-Banda, 2010) 
and when MBSR groups were compared to controls (deVibe et al., 2013; Moody et al., 2013).  
 
Burnout  
MBSR studies investigating burnout produced rather mixed findings compared to other 
aspects of psychological functioning. Significant improvements were found for emotional 
exhaustion, depersonalisation and personal accomplishment post-intervention compared with 
pre-intervention for HCPs (nurses, physicians, social workers, psychologists) (Goodman & 
Schorling, 2012). Improvements in burnout were maintained in nurses at four-month follow-
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up (Bazarko et al., 2013) and for primary care clinicians at nine-month follow-up (Fortney et 
al., 2013).  
Four MBSR studies, however, found no significant improvements in burnout in medical 
and psychology students (deVibe et al., 2013), in graduate healthcare students (Barbosa et al., 
2013) and in paediatric oncology staff members (Moody et al., 2013). One study found some 
reductions in burnout in HCPs working within an inpatient psychiatric unit, however, 
improvements were not statistically significant post-intervention compared to pre-intervention 
(Brady et al., 2012).  
These non-significant findings could be explained by elevated levels of pre-intervention 
burnout scores in Moody et al’s (2013) study when compared with other studies that 
demonstrated positive effects that employed a similar design with other HCPs (Cohen-Katz et 
al., 2005; Shapiro et al., 2005). It can be suggested that if Moody et al’s (2013) sample were 
significantly more burned out and stressed, than the MBSR programme may be less likely to 
improve burnout symptoms. In addition, some participants in Moody et al’s (2013) study 
highlighted that attending the MBSR course resulted in additional stress because it was an 
additional task they had to complete within their working day.  
Furthermore, inconsistent findings for burnout could be explained by research that has 
suggested that burnout was a distinct construct to mental health difficulties such as anxiety, 
depression and stress (Awa, Plaumann, & Walter, 2010; Maslach et al., 2001). Burnout appears 
to also be related to external factors (Morse et al., 2012), therefore, it may take longer to 
ameliorate compared to other constructs, such as anxiety, depression and stress, which may 
relate to internal factors which MBSR is more effective in improving.  
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Resilience  
Two MBSR studies measured resilience in HCPs and both studies found no statistically 
significant differences in resilience post-treatment compared to pre-treatment in first-year 
medical students (Erogul, Singer, McIntyre & Stefanov, 2014) and in primary care clinicians 
(Fortney et al., 2014). However, the non-significant results relating to resilience need to be 
treated with caution because only two MBSR studies examined this aspect of psychological 
functioning. Despite the insignificant findings, interestingly, resilience was significantly 
correlated with self-compassion and perceived stress (Erogul et al., 2014). It can be suggested 
that, resilience is a trait that develops over time, therefore, it may be less amenable to change 
following an MBSR intervention compared to emotional states such as anxiety, depression and 
stress.  
 
Self-compassion 
Several MBSR studies found that self-compassion significantly increased post-
intervention compared with pre-intervention in college students that were entering the helping 
professionals (Newsome et al., 2012), in first-year medical students (Erogul et al., 2014) and 
with nurses (Bazarko et al., 2013). Improvements in self-compassion were also maintained at 
one-month (Bazarko et al., 2013) and at six-month follow-up (Erogul et al. 2014).  
 
Mindfulness  
Of the eighteen studies included in the literature review only five studies investigated 
changes in mindfulness post-treatment compared to pre-treatment. Significant increases in 
mindfulness were observed in college students going into the helping profession (Newsome et 
al., 2012) and in HCPs that worked within a psychiatric inpatient unit (Brady et al., 2012) and 
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adolescent psychiatric unit (Hallman et al., 2014). When compared to controls, mindfulness 
also significantly increased in nursing students (Song & Lindquist, 2015) and resident intern 
psychiatrists and clinical psychologists (Vega et al., 2014). Levels of mindfulness significantly 
increased at one-month follow-up for college students going into the helping profession 
(Newsome et al., 2012) and continued to increase at two-month follow-up for HCPs employed 
in an adolescent psychiatric unit (Hallman et al., 2014).   
Two studies investigated the five different facets of mindfulness, which included: 1) 
observing; 2) describing; 3) acting with awareness; 4) non-judging of inner experiences and 5) 
non-reacting to inner experiences. When compared to controls, Manotas et al., (2014) found 
significant increases for the mindfulness facets of observing and non-judging and overall 
mindfulness in various HCPs (e.g., doctors, nurses, mental health professionals and support 
staff) post-intervention compared to pre-intervention. However, no statistically significant 
effects were found for the mindfulness facets of describing, acting with awareness or non-
reacting. Conversely, deVibe et al. (2013) only found a significant increase in the mindfulness 
facet of non-reacting post-intervention compared to pre-intervention. Interestingly, there was 
a significant increase in the mindfulness facet of non-judging in female students compared to 
males (deVibe et al., 2013).  
In summary, five studies that measured overall mindfulness found significant increases 
in mindfulness post-intervention compared with pre-intervention and improvements were 
maintained at two-month follow-up (Hallman et al., 2014). However, two studies measuring 
more specific facets of mindfulness solely found significant increases for observing, non-
judging (Manotas et al., 2014) and non-reacting (deVibe et al., 2013).  
The variation in the findings for different facets of mindfulness could be attributed to 
participants developing some aspects of mindfulness skills that are associated with anxiety and 
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stress (e.g., observing, non-judging and non-reacting) during completion of the MBSR 
programme. However, other facets of mindfulness may take longer to develop (e.g., acting with 
awareness) and may not be fully covered by the MBSR programme (e.g., describing) (Manotas 
et al., 2014).  
 
Discussion 
 
Critique and Implications for Future Research 
 From synthesising the results from the eighteen studies for the different clinical 
outcomes that related to psychological functioning, there was some variability in the 
effectiveness of MBSR on psychological functioning within and between the studies in 
particular for anger, burnout, depression, resilience and mindfulness. The next section of the 
literature review will evaluate the quality and robustness of the research studies included in 
this review, along with identifying and exploring the different factors that may explain the 
variability in the research findings. Recommendations for future research will also be 
considered.  
 
Quality Assessment of Studies  
The Quality Assessment Tool for Quantitative Studies was employed to review the 
quality and robustness of the eighteen research studies included in this review. Results 
indicated that nine studies had a ‘weak’ global quality rating, eight studies had a ‘moderate’ 
global quality rating and one study had a ‘strong’ global quality rating. The quality ratings for 
the different components of the studies are presented in Table 2. 
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Insert Table 2 
 
Study Designs  
Of the three randomised controlled-trials (RCTs) that were included in this review, only 
one study had a comparative treatment group which was a leadership and stress course (Pipe 
et al., 2009) and another referred to using a randomised controlled design but lacked blinding 
procedures (Moody et al., 2013). The three RCTs also had methodological limitations relating 
to small sample sizes, lack of follow-up (Moody et al., 2013; Pipe et al., 2009) and possible 
contamination between experimental and control groups (deVibe et al., 2013). 
In relation to the seven studies that employed a pre-post design and the eight studies 
that employed a controlled clinical trial (CCT) design, there were methodological issues 
relating to small sample sizes. Excluding deVibe’s (2013) RCT, only two studies had a 
participant number greater than a hundred (Geary & Rosenthal, 2011; Vega et al., 2013). 
Additional methodological limitations included a lack of blinding, lack of randomisation, and 
confounding variables were not always controlled for in the study designs via stratification or 
matching.  
Despite the study design being rated ‘strong’ for ten of the studies, the global quality 
rating for these studies were ‘weak’ or ‘moderate’, with the exception of one RCT that a 
received a ‘strong’ global quality rating (deVibe et al., 2013). In relation to the analyses most 
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of the statistical methods appeared appropriate for the study designs, however, the majority of 
studies did not appear to include intention-to-treat (ITT) analysis3.  
It is recommended that more RCTs with bigger sample sizes are completed to 
investigate the effectiveness of MBSR for HCPs when compared to other psychological 
interventions that may result in improvements in psychological functioning. In addition, studies 
are also recommended to include ITT analyses so that risk of attrition bias can be minimised 
and that treatment effectiveness studies reflect the noncompliance and treatment changes that 
occur in practice.  
 
Study Populations and Settings  
Most of the studies included in this review had an overrepresentation of females (range 
60-100%) in their overall sample, for some studies this was a typical representation of their 
workforce. However, some researchers noted this could limit the generalisation of their 
findings to male populations (Bazarko et al., 2013; Moody et al., 2013; Song & Lindquist, 
2015).   
DeVibe et al. (2013) found that women had significant improvements in mental distress 
and subjective well-being when compared to men, this suggests that MBSR may be more 
effective for women than some men for particular psychological outcomes (e.g. mental distress 
and subjective well-being). However, further research is required to investigate gender 
differences in relation to MBSR effects for different psychological outcomes (e.g. perceived 
stress and burnout).  
                                                          
3 Intention to treat analysis refers to analyses based on the initial treatment assignment and not on the 
actual treatment received. 
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In relation to ethnicity, a large number of research studies had not reported the ethnicity 
of participants. However, in the few studies that ethnicity was reported samples were 
overrepresented with Caucasian participants (Barbosa et al., 2013; Fortney et al., 2013; Geary 
& Rosenthal, 2011). Further research, is therefore needed, with more heterogeneous samples 
so that findings are more generalizable to other populations.  
For the purpose of this review both healthcare students and HCPs employed in 
academic settings were included in the study sample. Despite inadequate reporting in the 
research articles, it can be suggested that some students working in clinical settings or HCPs 
employed and/or studying in academic settings may have had less contact with service users 
than HCPs working in clinics or hospitals. Further research is required to explore whether level 
of client contact influences pre and post-intervention levels of psychological functioning. 
A further limitation of the studies included in this review is that they had small sample 
sizes and high levels of selection bias, as participants had often self-selected to participate in 
the research. It could be suggested that the participants may be more motivated to participate 
in the research and may be primed to focus on psychological issues, this, in turn could have 
influenced the results of studies (deVibe et al, 2013). 
 
Variability in Outcomes Measures  
 Despite some research studies employing robust assessment measures, there was a large 
variability in the outcome measures being used between studies to investigate different aspects 
of psychological functioning in HCPs, in particular anxiety, depression, psychological well-
being, stress and mindfulness. Such variability could lead to ambiguity and difficulty 
comparing findings between studies that investigate the same psychological outcomes.  
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A further limitation of some of the studies included in this review was that the reliability 
and validity of outcome measures were unclear or not described in the research articles (Ando 
et al., 2011; Erogul et al., 2014; Geary & Rosenthal, 2011). Further research may benefit from 
more accurate reporting of the reliability and validity of outcome measures and employing 
consistent assessments to measure outcomes of psychological functioning (Escuriex & Labbe, 
2011; Smith, 2014), so that findings between studies can be compared more reliably and more 
defensible conclusions made.  
 
Additional Factors and Treatment Outcomes  
MBSR Programme Duration  
Some of the studies employed the traditional eight-week MBSR programme, however, 
other studies utilized abbreviated versions of MBSR programmes. The modalities of the MBSR 
programmes included group sessions and/or retreats with the exception of one study that 
employed an MBSR programme which involved two all day retreats and then six ninety minute 
group teleconference calls (Bazarko et al., 2013).  
Some of the studies that delivered the traditional eight-week MBSR programme (Geary 
& Rosenthal, 2011; Goodman & Schorling, 2012; Newsome et al., 2012; Song & Lindquist, 
2015) were effective in improving psychological functioning in HCPs, however, other studies 
that delivered the traditional MBSR programmes produced mixed findings (Barbosa et al., 
2013; Martin-Asuero & Gacia-Banda, 2010; Moody et al., 2013; Vega et al., 2013).  
Similarly, studies that delivered an adapted MBSR programme ranging from four to 
seven weeks produced reductions in anxiety, depression, mental distress and stress and 
improvements in mindfulness and well-being (Brady et al., 2012; deVibe et al., 2013; Kang et 
al., 2009; Manotas et al., 2014; Pipe et al., 2009). However, these studies also produced non-
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significant results in relation to burnout, depression and stress (Brady et al., 2012; deVibe et 
al., 2013; Kang et al., 2009). 
 Furthermore, studies that delivered an adapted MBSR programme, but provided the 
programme content within three weeks were effective in reducing anxiety, depression, stress 
and improving burnout and mindfulness skills in a range of HCPs (Ando et al., 2011; Fortney 
et al., 2014; Hallman et al., 2014). In addition, improvements in mindfulness were maintained 
at two-month follow-up (Hallman et al., 2014) and improvements in anxiety, depression, 
burnout and stress were maintained at nine-month follow-up (Fortney et al., 2014).  
Findings from this review suggested that, in line with previous research (MacKenzie et 
al., 2006; Shapiro et al., 2005; Virgili, 2013) abbreviated MBSR programmes (e.g. 4-7 weeks) 
were just as effective as traditional eight-week MBSR programmes. However, this review also 
found that MBSR programmes that were abbreviated and delivered within a three-week period 
also produced effective treatment outcomes and these improvements were maintained up to 
nine months (Fortney et al., 2014). These findings suggested that brief MBSR programmes of 
three weeks or less may be effective in improving psychological functioning in HCPs.  
These findings, however, continue to suggest that there is an uncertainty regarding the 
minimal effective amount of MBSR to alleviate stress and other related constructs (Smith, 
2014). This may lead to ambiguity regarding what is the most effective length of MBSR 
programme in relation to improving psychological functioning, and this, in turn may adversely 
affect decision making regarding programme duration when adapting MBSR interventions. 
Further research, therefore, is required to explore the treatment amount, duration and intensity 
of MBSR programmes ranging from two to eight weeks (Manotas et al., 2014), and how this 
may play a role in affecting treatment outcomes for psychological functioning in HCPs.  
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MBSR Instructor Experience and Treatment Integrity    
 Irving et al. (2009) highlighted that from the ten studies they reviewed none clearly 
focused on instructor training or experience and that further research was warranted to explore 
whether this would influence the effectiveness of mindfulness interventions. From the eighteen 
studies included in this review, fourteen studies employed either certified MBSR instructors or 
individuals that had received professional training in MBSR. One study used an instructor who 
received professional training and had previous experience of using mindfulness (Kang et al., 
2009).  Two studies did not include details of instructor training or experience (Barbosa et al., 
2013; Brady et al., 2014) and one study employed nurses who had received training on the 
intervention they delivered (Ando et al., 2011). The findings from this review suggested that 
instructor experience may not influence treatment effectiveness, as MBSR instructors delivered 
interventions in studies that produced both significant and/or non-significant findings. 
However, further empirical research is warranted to explore whether length of MBSR instructor 
experience is a moderator for MBSR treatment effectiveness.  
In relation to programme integrity, Irving et al. (2009) highlighted that further research 
was warranted to investigate programme integrity of MBSR programmes. From the eighteen 
studies included in this review, only one study noted that programme fidelity was checked by 
instructors after each session (deVibe et al., 2013).  However, it was also noted as a limitation 
in this study that the sessions could have been more systematically evaluated (e.g. via video 
recordings of the sessions) (deVibe et al., 2013).  
 
Mindfulness Home Practice  
 Research suggested that participants whom completed mindfulness home practice, 
along with completing an MBSR programme, were more likely to observe bigger changes than 
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participants who did not (Carmody & Baer, 2009). Consistent with this, Salmon et al. (2004) 
suggested that it would be useful to explore the frequency and intensity of mindfulness practice 
external to MBSR programmes and how this influences treatment outcomes. Of the eighteen 
studies included in this review, four studies monitored the level of daily mindfulness practice 
by participants (Bazarko et al., 2013; deVibe et al., 2013; Erogul et al., 2014; Moody et al., 
2013).  
 Two of the studies simply monitored adherence to daily mindfulness practice. Moody 
et al. (2013) found that participants practiced at least one mindfulness technique eight to ten 
times per week. However, MBSR had not resulted in any consistent significant improvements 
in scores on burnout, perceived stress and depression. Moody et al. (2013) suggested that their 
sample of paediatric and oncology staff had significantly higher levels of burnout and stress 
compared with other studies where MBSR had demonstrated a positive effect with HCPs 
(Cohen-Katz et al., 2005; Shapiro et al., 2005).  
Erogul et al. (2014) found that medical students practiced mindfulness at home for a 
mean of 40.7 minutes per week, which was lower than the minimum requested time of 140 
minutes per week in their study. The most pertinent barrier that medical students reported was 
that they could not achieve the discipline required for the home practice. Positive effects were 
observed for perceived stress and self-compassion, however, improvements were only 
sustained for self-compassion at six-month follow-up. Erogul et al. (2014) suggested that if 
levels of home practice were higher, the findings from the study may had been more robust. 
These findings reinforce the difficulties that individuals experience in maintaining mindfulness 
home practice outside of the MBSR programmes, therefore, briefer rather than longer 
mindfulness practices may be more conducive to increasing levels of mindfulness home 
practice (Hemanth & Fisher, 2014; Moore, 2008).   
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 Two studies explored the relationship between mindfulness home practice and different 
aspects of psychological functioning in HCPs. Bazarko et al. (2013) found that 75% of nurses 
reported they maintained their MBSR practice at four-month follow-up and that they were 
practicing between one and five hours per week. Nurses that maintained the mindfulness 
practice compared to those that did not, had significantly lower scores on stress, personal 
burnout and work burnout. Similarly, deVibe et al. (2013) found that duration of home practice 
of mindfulness was a significant moderator of the treatment effect for mental distress for 
medical and psychology students post-intervention, when gender and mental distress were 
controlled for pre-intervention.  
 The findings from this review suggested that mindfulness home practice may increase 
observed improvements in psychological functioning, in particular for burnout and stress in 
HCPs. Furthermore, briefer mindfulness practices may help increase the level of mindfulness 
home practice. Further research is required to measure the quality and quantity of formal and 
informal mindfulness home practice, and how this influences psychological health outcomes 
(Irving et al., 2009).  
 
MBSR Participant Incentives  
A number of the studies provided participants with incentives to participate in the 
research and to minimize dropouts, incentives included book tokens (deVibe et al., 2013), a 
nominal gift (Kang et al., 2009), money and/or educational credits (Bazarko et al., 2013; Erogul 
et al., 2014; Goodman & Schorling, 2012; Martin-Asuero & Gacia-Banda., 2010; Newsome et 
al., 2012). It could be suggested that studies that included incentives for participation could 
have positively biased the results (Bazarko et al., 2013). Further research is recommended to 
explore how incentives for participation may influence attrition rates and treatment outcomes.  
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Two studies carried out MBSR programmes in psychiatric inpatient units. In the first 
study staff were allocated fifteen minutes meditation time within their working day (Hallman 
et al., 2014), and in the second study staff were paid for MBSR classes as a portion of their 
work time (Brady et al., 2012). However, Hallman et al. (2014) found that only a few staff 
members used the allocated meditation time and Brady et al. (2012) had a 30% attrition rate 
due to the varying work schedule demands of the unit.  
Consistent with this, Byron et al. (2014) highlighted that common barriers to 
implementing mindfulness training for staff working within psychiatric inpatient units was 
limited time for staff to attend training sessions, insufficient coverage to allow staff to 
participate in the sessions without using additional personal time and inadequate preparation 
for the new initiative on some units.  
Irving et al. (2009) proposed that higher attrition rates within an eight-week MBSR 
programme may be associated with being a healthcare professional. Due to the practical 
difficulties and the time restrictions that HCPs face, shorter MBSR interventions and well 
incorporated MBSR programmes into work schedules are recommended to reduce attrition 
rates in this professional group (Shapiro et al., 2008). Consistent with this, Hallman et al. 
(2014) highlighted that the shorter duration of the MBSR intervention (e.g., 8 days versus 4-8 
weeks) in their study may have accounted for the retention of study participants at two-month 
follow-up. These findings suggested that shorter and well organised programmes into work 
schedules may reduce attrition rates and may be incentives for HCPs to engage in mindfulness 
interventions.   
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Conclusion 
 
Previous research found that MBSR consistently reduced anxiety, emotional exhaustion 
and stress whilst also increasing positive affect (Irving et al., 2009). The findings from this 
review have provided further evidence that MBSR appeared to be effective in improving 
particular aspects of psychological functioning in different types of HCPs, including reducing 
anxiety, depression, rumination, and stress and increasing self-compassion. However, research 
findings relating to burnout and resilience highlighted that MBSR may not be as effective in 
reducing burnout and increasing resilience compared with other aspects of psychological 
functioning. The results relating to resilience, however, need to be treated with caution because 
only two studies in the current literature review examined this aspect of psychological 
functioning. The variation in these findings can be attributed to the distinct nature of burnout 
and resilience compared to other psychological outcomes, such as anxiety and depression. 
Therefore, further research is required into the underlying mechanisms of the relationship 
between burnout, resilience and mindfulness, and this, in turn may provide meaningful 
information as to how burnout and resilience can be targeted in HCPs via MBIs more 
effectively.  
Findings from the review also suggested that MBSR appeared to be effective in 
increasing overall levels of mindfulness, however, when specific facets of mindfulness were 
investigated MBSR did not appear to have such positive effects. MBSR appeared to be more 
effective in increasing the facets of observing, non-judging (Manotas et al., 2014) and non-
reacting to inner experiences (deVibe et al., 2013).  The variability in these findings could be 
attributed to how certain facets of mindfulness (e.g., acting with awareness) may take longer 
to develop and how MBSR programmes may not target all the facets of mindfulness (e.g., 
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describing). Further research is required to explore whether facets of mindfulness improve with 
training, and this, in turn may provide meaningful findings relating to how MBSR programmes 
can be adapted so that all facets of mindfulness are targeted. Further research is also 
recommended into the underlying mechanisms of mindfulness, and investigating how these 
play a role in producing the positive health outcomes that have been observed in MBSR 
effectiveness studies.  
In relation to the robustness of the studies, the quality of most of the research studies 
were weak to moderate, they had methodological limitations which included variability in 
outcome measures, small sample sizes, self-selected samples and over-representation of 
Caucasian women. Many of the studies lacked randomisation, blinding procedures and control 
groups, and out of the three RCTs included in the review, only one study included a treatment 
comparison (e.g., leadership course) to MBSR (Pipe et al., 2009). It can be concluded that 
further studies need to include more robust study designs (namely RCTs), consistent use of 
assessment measures, bigger sample sizes and more heterogeneous samples, along with 
comparing MBSR programmes with other psychological interventions designed to improve 
psychological well-being in HCPs. 
In relation to the different factors that may influence MBSR treatment outcomes in 
HCPs, this review reinforced previous research findings that briefer MBSR programmes (e.g., 
4-7 weeks) appeared to be just as effective as the traditional eight-week MBSR programmes. 
However, findings from this review further suggested that MBSR programmes delivered in 
fewer than three weeks may also produce positive outcomes for HCPs, (e.g., for anxiety, 
depression, burnout, stress) (Ando et al., 2011; Fortney et al., 2014; Hallman et al., 2014). 
These findings may be helpful in relation to how abbreviated MBSR programmes are adapted 
and implemented for HCPs, in particular in inpatient settings, where attendance to MBSR 
sessions may be more difficult due to time and staffing restrictions.  In addition, shorter MBSR 
Section 3     Literature Review - 46 - 
 
 
programmes cost less to deliver, this, in turn is an important factor in the current climate where 
healthcare organisations are under pressure to make financial savings. However, further 
research is still needed to identify the minimal effective amount of MBSR that may alleviate 
stress and related outcomes.  
Other factors such as MBSR instructor experience, treatment integrity and participants’ 
incentives and how they influence MBSR treatment outcomes require further empirical 
research. The findings from this review highlighted that MBSR trainer experience and 
programme integrity issues could improve the robustness of the findings if monitored and 
evaluated more effectively. However, the use of participant incentives could potentially 
positively bias research findings, in particular in studies where participants have self-selected. 
 In relation to home mindfulness practice, the findings from this review are in line with 
previous research which suggested that increased mindfulness home practice was associated 
with improvements in stress, burnout (Bazarko et al., 2013) and mental distress (deVibe et al., 
2013). Further research is required in this area to measure the quality and quantity of 
mindfulness home practice and how it affects psychological functioning. The findings from 
this review also highlighted the difficulties for individuals in sustaining mindfulness home 
practice, therefore, briefer practices could prove more accessible to HCPs and help increase 
level of mindfulness home practice. 
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Figure 1. Three mechanisms of mindfulness as a single cyclical process  
 
 
Reproduced from Shapiro et al. (2006) (p. 3754). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                          
4 Shapiro, S.L., Carlson, L.E., Astin, J.A., & Freedman, B. (2006). Review article: 
mechanism of mindfulness. Journal of Clinical Psychology, 62: 373-386.  
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Figure 2. PRISMA flow diagram of the different phases of the literature review  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reproduced from Moher et al. (2009) (p.35). 
 
 
 
 
 
 
 
 
                                                          
5 Moher, D., Liberati, A., Tetzlaff, J., & Altman, D. G. (2009). Preferred reporting terms 
for systematic reviews and meta-analyses: the PRISMA statement. Plos Medicine, 6 (7): 1-6.   
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Table 1. Summary of MBSR Studies Reviewed  
Primary 
Author/Year  
Purpose  Design/ 
Method 
Sample and n Interventions  Measures  Salient Findings  
  
Kang, Y.S. 
(2009) 
To investigate 
the effects of a 
stress coping 
program based 
on mindfulness 
meditation on 
nursing students 
anxiety, stress 
and depression  
Controlled 
clinical trial 
University Nursing 
students  
 
Initial n=41 
Final n=32  
 
Gender:  
Male: 0% 
Female: 100% 
 
Mean Age:  
Experimental: 22.7  
Control:  22.3  
 
No ethnicity 
information reported. 
8-week Stress 
Coping 
Programme 
based on MBSR 
1.5 hours per 
sessions  
Control group 
 
Instructor had 
professional 
training in 
mindfulness   
1) Psycho-social 
Well-being 
Index – Short 
Form 
2) The State 
Trait Anxiety 
Inventory  
3) The Beck 
Depression 
Inventory  
 
Findings: 
1) Decreased anxiety and stress  
2) No significant difference in depression scores. 
  
Conclusion: 
1) MBSR is effective in reducing stress and anxiety in nursing 
students. 
  
Limitations: 
1) Sample was limited to juniors and seniors of the Department of 
Nursing  
2) Pre-intervention values were not equal regardless of random 
allocation  
3) Small sample size. 
  
Future research:  
1) Increased sample size.  
Pipe, T.B. 
(2009) 
To investigate 
the effects of a 
mindfulness 
meditation 
programme for 
stress 
management on 
nurse leaders 
stress  
Randomised 
controlled trial  
  
Nurses in supervisor 
positions from a 
healthcare system 
 
Initial  n=33 
Final  n= 32  
 
Gender: 
Male: 3% 
Female: 97% 
 
Mean Age: 
Experimental: 50.2  
Control: 49.4 
 
No ethnicity 
information reported.  
4-week MBSR 
programme 
2-hour sessions  
Daily 30 
minutes practice  
 
Control group: 
Leadership 
course  
 
MBSR 
Instructor  
1) Symptom 
Checklist-90-
Revised  
(SCL-90-R) 
 
Findings:  
1) Improved psychological distress 
2) Reduced anxiety, depression and symptom intensity. 
  
Conclusion: 
1) Short workplace courses on mindfulness strategies may be 
effective for other leaders and nursing groups.  
 
Limitations:  
1) Limited monitoring of frequency and duration of meditation 
practice  
2) Recruited motivated nurses   
3) Small sample size  
4) No follow-up between groups.  
 
Future research:  
1) Comparing 4-week to the 8-week MBSR programme  
2) Evaluate other approaches to stress management  
3) Investigate organisational outcomes such as communication and 
teamwork. 
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Martin-
Asuero, A. 
(2010) 
 
 
To investigate 
the effects of 
MBSR on HCPs 
psychological 
distress  
 
Pre-post design 
Two groups  
 
HCPs in hospitals and 
primary care centres  
(e.g., doctors, nurses, 
psychologists) 
 
Initial n= 32 
Final n=29 
 
Gender:  
Male: 17% 
Female: 83% 
 
Mean Age: 41.1 
 
8-week MBSR 
Programme   
2.5 hours per 
session plus one 
8 hour session  
Daily 45 
minutes 
mindfulness 
practice  
 
No control 
group 
    
MBSR 
Instructor   
1) SCL-90-R 
2) Emotional 
Control 
Questionnaire 
3) Survey of 
Recent Life 
Experience   
4) Positive and 
Negative Affect 
Scale  
Findings:  
1) A reduction in psychological distress 
2) A reduction in rumination  
3) A reduction in negative affect 
4) Improvements maintained at 3-month follow-up 
5) Reduction in stress but not significant 
6) Decrease in rumination had a significant relationship with 
reductions in psychological distress. 
  
Conclusion: 
1) MBSR decreases psychological distress in HCPs. 
 
Limitations: 
1) Self-selected sample  
2) No control group 
3) Intervention effects on the group were not isolated. 
  
Future research:  
1) Mechanisms of MBSR 
2) Randomised controlled trials (RCTs).  
Ando, M. 
(2011) 
To investigate 
the effect of 
mindfulness 
based meditation 
therapy on nurses 
sense of 
coherence and 
mental health  
Controlled 
clinical trial  
Nurses working on a 
ward with elderly 
patients  
 
Final n=28 
 
No gender, age or 
ethnicity information 
included.  
 
 
 
Adapted MBSR 
programme  
Two sessions 
within a 2-week 
period 
Mindfulness 
home practice  
 
Control group 
 
Instructors were 
nurses who 
received 
training on the 
programme for 
3 hours 
1) General 
Health 
Questionnaire  
Findings:  
1) Reduction in anxiety and depression. 
 
Conclusion:   
1) Adapted MBSR was effective in improving the psychological 
well-being of nurses. 
  
Limitations: 
1) Small sample size  
2) No randomisation  
3) No balancing or matching between groups  
4) No follow-up  
5) Self-selected sample. 
  
Future research:  
1) Increased sample size  
2) Longer follow-up.  
Geary, C. 
(2011) 
To investigate 
the effect of 
MBSR on 
academic 
healthcare 
employees stress, 
Controlled 
clinical trial 
 
Nurses and respiratory 
therapists  
 
Initial n=153 
Final n= 108 
 
8-week MBSR 
programme  
3 hours per 
week  
8-hour retreat 
 
1) SCL-90-R 
2) Perceived 
Stress Scale  
3) SF-36 Health 
Survey 
Questionnaire  
Findings:  
1) Improvements in stress, psychological distress and mental well-
being  
2) Improvements maintained at one-year follow-up. 
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well-being and 
spiritual 
experiences  
 
Gender  
Experimental 
Male: 15% 
Female: 85% 
Control:  
Male: 4% 
Female: 96% 
 
Mean Age: 
Experimental: 48  
Control: 42  
 
Ethnicity:  
Experimental: 
75% White, 18% 
Hispanic, 2% African 
American, 5% Asian.  
Control:  
55% White, 14% 
Hispanic, 11% African 
American, 17% Asian.  
Control group 
 
Certified MBSR 
Instructor  
 
 
 Conclusion:  
1) MBSR reduces stress in an academic healthcare setting. 
  
Limitations: 
1) Not randomised  
2) No blinding  
3) Significant difference between groups regarding percentage of 
patient care  
4) Possible selection bias. 
 
Future research:  
1) More RCTs.  
 
 
 
 
Brady, S. 
(2012) 
To investigate 
the effect of 
mindfulness 
meditation on 
managing work 
stress and 
improving 
patient outcomes  
 
Pre-post design 
One group 
Acute psychiatric 
inpatient unit  
Psychiatric nurses, 
social workers, mental 
health technologists, 
recreational therapist 
and health unit co-
ordinator  
 
Final n=16 
 
Gender:  
Male: 19% 
Female: 81% 
 
No age or ethnicity 
information reported.  
4-week MBSR 
group  
1-hour per 
session  
Daily 30 minute 
mindfulness 
practice  
 
No control 
group 
 
Status of 
instructor not 
reported.  
 
1) Mental 
Health 
Professionals 
Stress Scale  
2) The Toronto 
Mindfulness 
Scale  
3) Maslach 
Burnout 
Inventory  
Findings: 
1) Reduction in stress 
2) Increase in mindfulness  
3) Reduction in burnout but not significant. 
  
Conclusion: 
1) MBSR was effective in decreasing staff stress levels. 
  
Limitations: 
1) Small sample size  
2) Not controlled nor randomised  
3) Sampling bias  
4) Did not take into account personality traits or cultural background 
5) Response bias on measures  
6) No comparison group. 
 
Further research: 
1) Offering MBSR to staff on other hospital units. 
Goodman 
M.J. (2012) 
To investigate 
the effects of a 
meditation 
course on 
Pre-post design Healthcare providers 
who practiced in 
community and 
university settings  
8-week MBSR 
programme 2.5 
hour sessions  
7-hour retreat  
1) Maslach 
Burnout 
Inventory  
Findings: 
1) Improvements for emotional exhaustion, depersonalisation and 
personal accomplishment  
2) Improvements for mental well-being 
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decreasing 
burnout and 
improving 
mental well-
being in different 
HCPs   
Physicians, nurses, 
psychologists and social 
workers  
 
Final n= 93 
 
Gender  
Male: 35% 
Female: 65% 
 
No age or ethnicity 
information reported.  
 
Daily 45 
minutes 
mindfulness 
practice  
 
No control 
group 
 
Experienced 
MBSR 
instructors  
 
2) SF-12v2 
Health Survey 
Questionnaire  
 
Conclusion: 
1) MBSR was effective in improving burnout and mental well-being 
for a broad range of HCPs. 
 
Limitations: 
1) No control group 
2) No follow-up data  
3) No measure of mindfulness which could provide valuable 
information regarding the mechanisms by which mindfulness is 
beneficial. 
 
Future research:  
1) Control groups  
2) Follow up 
3) Measures relating to mechanisms of mindfulness.  
Newsome, S. 
(2012) 
To investigate 
the effects of 
mindfulness 
group-work on 
preventing stress 
and increasing 
self-compassion 
among helping 
professionals in 
training  
Pre-post design  
Two groups 
 
College 
students intending to 
enter helping 
professions (e.g., 
nursing, social 
work, counselling, 
psychology, and 
teaching) 
 
Final n=31 
 
Gender:  
Male: 13% 
Female: 87% 
 
Mean Age: 29.3 
 
Ethnicity: 55% Latino, 
39% Anglo, 6% Bi-
ethnic Anglo/Latino 
 
8-week MBSR 
programme  
90 minute 
sessions 
45 minutes 
mindfulness 
practice 4 times 
per week 
 
No control 
group 
 
Professional 
training in 
MBSR 
 
1) Perceived 
Stress Scale 
2) Mindfulness 
Attention 
Awareness 
Scale  
3) Self-
Compassion 
Scale 
Findings:  
1) Reductions in stress 
2) Increases in mindfulness  
3) Increases in self-compassion  
4) Stress and self-compassion remained stable at one-month follow-
up 
5) Mindfulness increased at one-month follow-up. 
 
Conclusion:  
1) Stress decreased, mindfulness and self-compassion increased due 
to MBSR. 
 
Limitations: 
1) No control group  
2) No randomisation  
3) Measures administered four times therefore could have increased 
familiarity  
4) Student population, therefore cannot be generalised to helping 
professionals 
5) Self-report measures  
6) Norms for measures based on Anglo population  
7) Short follow-up. 
 
Future research:  
1) Observational measures  
2) Norms based on minority groups  
3) Participants to be clinically helping clients 
4) Influence of group processes and therapeutic factors.  
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Barbosa, P. 
(2013).  
To investigate 
the effects of 
MBSR on 
healthcare 
students 
emotional 
management   
Controlled 
clinical trial 
 
Graduate healthcare 
students  
 
Initial n=33 
Final n=28 
 
Gender:  
Male: 7% 
Female:  93% 
 
Mean Age:  
Experimental: 26.6   
Control: 24.6 
 
Ethnicity: 46% Asian 
American  
50% European White 
4% Mixed  
8-week MBSR 
programme 2.5 
hour sessions 
and an 
8-hour retreat  
Daily 35 
minutes of 
formal 
mindfulness and 
5-15 minutes of 
informal 
practice 
 
Control group 
 
Status of 
instructor not 
reported. 
1)  Burns 
Anxiety 
Inventory 
2)  Maslach    
Burnout 
Inventory  
Findings: 
1) Decrease in anxiety  
2) Improvements maintained at three-week follow-up 
3) No improvements in burnout. 
 
Conclusions: 
1) MBSR reduces anxiety in healthcare students. 
 
Limitations:  
1) Small sample  
2) Non randomised  
3) Stress may have varied between groups due to differences in 
learning environments and individual curriculums/workloads.  
 
Future research:  
1) Long-term effects of MBSR on educational healthcare system as a 
whole.  
Bazarko, B. 
(2013) 
To investigate 
the effects of an 
innovative 
MBSR 
programme on 
health and well-
being of nurses  
Pre-post design  
 
Nurses within a large 
healthcare organisation  
 
Initial n=41 
Final n=36 
 
Gender  
Male: 0% 
Female: 100% 
 
Mean age: 52.2  
 
No ethnicity 
information reported.   
 
 
Group 
telephonic 
MBSR 
(tMBSR) 
sessions  
Two 8-hour 
person retreats, 
6 weekly 1.5-
hour group 
teleconference 
calls, email 
contact between 
sessions 
Daily 25-30 
minutes 
mindfulness 
practice  
 
No control 
group 
 
MBSR 
Instructor  
1) The 
Perceived Stress 
Scale  
2) Copenhagen 
Burnout 
Inventory 
3) SF-12v2 
Health Survey 
Questionnaire  
4) The Self-
Compassion 
Scale   
Findings: 
1) Reduction in stress and burnout  
2) Improvement in mental health and self-compassion 
3) Improvements sustained at four-month follow-up 
4) Participants who maintained mindfulness practice had lower 
stress and burnout and higher self-compassion. 
  
Conclusions:  
1) tMBSR can be a low cost, feasible and scalable intervention that 
has positive impacts on health and well-being  
2) tMBSR is accessible to staff that are unable to access standard 
MBSR. 
 
Limitations: 
1) No control group  
2) Small and self-selected sample 
3) Unaware of previous MBSR experience  
4) Homogenous sample as all female nurses  
5) Incentives for participation could positively bias results. 
  
Future research: 
1) RCTs for different types of HCPs  
2) Sample to include men 
3) Objective physiological measures of stress.  
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deVibe, M. 
(2013)  
To investigate 
the effects of 
MBSR on mental 
distress, study 
stress, burnout, 
subjective well-
being and 
mindfulness in 
medical and 
psychology 
students  
Randomised 
controlled trial  
Medical and 
psychology students  
 
Initial n=288 
Final n=269 
 
Gender:  
Male:  24% 
Female: 76%  
 
Mean Age: 23.8 
 
No ethnicity 
information reported.  
 
 
7-week MBSR 
programme  
Six 1.5 hour 
sessions  
one 6-hour 
session  
Daily 30 
minutes 
mindfulness 
practice 
 
Control group 
 
Certified MBSR 
instructors  
 
1) General 
Health 
Questionnaire  
2)Maslach 
Burnout 
Inventory – 
Student Version  
3) Perceived 
Medical School 
Stress  
4) Subjective 
Well Being  
5) Five Facet 
Mindfulness 
Questionnaire – 
Long Form 
Findings:  
1) Reduction in mental distress  
2) Improvement in well-being 
3) No significant reduction in stress or burnout 
4) Mental distress, subjective well-being and stress improved for 
women  
5) Increase on the non-reactiveness mindfulness facet  
6) Increase for women on the non-judging mindfulness facet  
7) Course attendance and duration of home practice had a 
moderating effect on mental distress. 
  
Conclusion:  
1) MBSR can decrease mental distress and increase well-being, in 
particular for women. 
 
Limitations: 
1) Self-selected samples 
2) Contamination between groups  
3) No comparable control intervention 
4) MBSR adherence not systematically evaluated 
5) Study randomisation not stratified for gender. 
 
Future research:  
1) MBSR research that included gender as a variable  
2) Follow-up studies.  
Fortney, L. 
(2013) 
 
To investigate  
the effects of an 
abbreviated 
mindfulness 
intervention on 
health and well-
being of primary 
care clinicians  
Pre-post design  
Two groups 
 
Doctors 
Nurse practitioner  
Physician Assistant  
 
Final n=30 
 
Gender  
Male: 40% 
Female: 60%  
 
Mean Age: 40.5   
 
Ethnicity:  
3% Hispanic,  
97% White   
  
Abbreviated 
version of the 8-
week MBSR 
programme 
14 hours over a 
weekend and 
then 2 2-hour 
follow up 
sessions  
Daily 10-20 
minutes of 
mindfulness 
practice  
 
No control 
group 
 
1) Maslach 
Burnout 
Inventory  
2) Depression, 
Anxiety and 
Stress Scale  
3) Resilience 
Scale  
 
Findings: 
1) Improvements in emotional exhaustion, depersonalization and 
personal accomplishment  
2) Decreased anxiety, depression and stress  
3) Improvements maintained at nine-month follow-up  
4) No significant improvements in resilience. 
  
Conclusion:  
1) Abbreviated MBSR can be time-efficient tool to help support 
clinician health and well-being. 
 
Limitations:  
1) Uncontrolled pilot study 
2) Lack of control group  
3) Small sample size and self-selected participants  
4) Group effects versus actual practice of mindfulness. 
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MBSR 
Instructors  
Future research:  
1) RCTs.   
Moody, K. 
(2013) 
To investigate 
the effects of a 
mindfulness 
based course on 
burnout of 
paediatric 
oncology staff   
Randomised 
controlled  
trial   
Nurses, social workers, 
physicians, nurse 
practitioners, 
psychologist and child-
life specialists 
 
Initial n=48 
Final n=46 
 
Gender  
Male: 20% 
Female: 80% 
 
No age or ethnicity 
information reported.  
 
 
8-week MBSR 
programme   
1 initial 
6-hour session; 
6 weekly 1-hour 
follow-up 
sessions 
and a final 3-
hour session  
Daily 10  
minutes 
mindfulness 
practice and 
informal 
practice  
Control group 
 
MBSR 
Instructors 
1) Maslach 
Burnout 
Inventory  
2) Perceived 
Stress Scale  
3) Beck 
Depression 
Inventory  
Findings:  
1) High levels of burnout pre-intervention 
2) No significant improvements in burnout, stress and depression. 
  
Conclusion: 
1) Burnout is a major problem for paediatric oncology staff  
2) Mindfulness could be a useful strategy in reducing burnout. 
 
Limitations:  
1) Small sample size  
2) Over-representation of women  
3) Lack of intervention in the control group 
4) Lack of blinding. 
 
Further research: 
1) Include additional stress reduction techniques in the intervention 
to address burnout.  
Vega, B. R. 
(2013) 
To investigate 
the effects of 
mindfulness 
training on 
attentional 
control and anger 
regulation for 
psychotherapists 
in training     
Controlled 
clinical trial   
 
Resident intern 
psychiatrists and 
clinical psychologists  
 
Initial n=103 
Final n=101 
 
Gender  
Experimental: 
Male: 28% 
Female: 72% 
Control  
Male: 23% 
Female 77% 
 
Mean Age: 
Experimental: 29.6  
Control:  
28.4  
 
No ethnicity 
information reported. 
MBSR 
8-week 
programme 
2.5 hours per 
session  
Waitlist  
 
Control group 
 
MBSR 
Instructor  
1) State Trait 
Anxiety 
Inventory  
2) State-Trait 
Anger 
Expression 
Inventory-2 
3) Beck 
Depression 
Inventory  
4) Mindfulness 
Awareness 
Attention Scale  
Findings:  
1) No decreases in trait anxiety and state anger  
2) Improvements in state anxiety, depression, dispositional 
mindfulness and anger reaction subscale of trait anger. 
  
Conclusion:  
1) Mindfulness training improves measures of trait anger. 
  
Limitations:  
1) Small group sizes  
2) Lack of randomisation  
3) Self-selected sample  
4) Did not control for nonspecific effects of mindfulness training. 
 
Future research:  
1) Effects of mindfulness training on different aspects of emotion 
regulation and cognition  
2) Evaluate these effects within clinical situations.  
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Erogul, M. 
(2014) 
To investigate 
the effects of an 
abridged MBSR 
programme on 
measures of 
wellness in first-
year medical 
students  
Controlled  
clinical 
trial  
 
First-year medical 
students  
 
Initial n=59 
Final n=58 
 
Gender  
Male: 44% 
Female: 46% 
 
Mean Age: 23.5  
 
 
 
Abridged 8-
week MBSR 
programme  
75 minutes per 
class  
5-hour retreat  
Control group 
 
MBSR 
Instructor  
1) Perceived 
Stress Scale  
2) Resilience 
Scale  
3) Self-
Compassion 
Scale 
Findings: 
1) Increase in self-compassion, including six-month follow-up 
2) Decrease in stress but not at six-month follow-up 
3) No improvement in resilience  
4) Resilience, significantly correlated with self-compassion and 
stress.  
 
Conclusion:  
1) MBSR is a valuable curricular tool to enhancing wellness and 
professional development. 
 
Limitations: 
1) Small sample size  
2) Selection bias  
3) Not blinded so participants could have performed based on 
suggestion & expectancy. 
  
Future research:  
1) Track daily meditation.  
Hallman, I.S. 
(2014) 
 
 
 
 
 
 
 
 
 
 
 
 
To investigate 
the effects of 
MBSR on staff 
stress in a high-
acuity 
psychiatric 
inpatient unit  
Pre-post design  Nurses, teachers 
social worker, activity 
therapist and physician 
 
Final n=12 
 
Gender  
Male: 17% 
Female: 83% 
 
Mean Age: 39 
 
No ethnicity 
information reported.  
MBSR 
4 30-minute 
classes offered 
over 8 days 
Daily 15 minute 
meditation 
practice   
 
No control 
group 
 
MBSR 
Instructors  
1) Toronto 
Mindfulness 
Scale  
2) Perceived 
Stress Scale 
Findings: 
1) Decrease in stress, maintained at two months follow-up 
2) Increase in mindfulness, maintained at two months follow-up. 
 
Conclusion: 
1) Brief MBSR is effective in deceasing stress. 
  
Limitations: 
1) Small sample size 
2) Self-selected participants  
3) Response bias due to self-report measures  
4) Homogeneity of sample could limit generalisability  
5) Daily mindfulness practice was limited. 
   
Future research:  
1) Weekly emails/drop in sessions to increase daily mindfulness 
practice.  
Manotas. M. 
(2014) 
To investigate 
the effects of 
brief mindfulness 
training on stress 
and distress in 
Columbian HCPs  
Controlled 
clinical trial 
Healthcare 
professionals 
Doctors, nurses, support 
staff, scientists, physical 
therapists, mental health 
professionals, dentist, 
Adapted 4-week 
programme 
2 hour sessions  
Daily 25 
minutes 
mindfulness 
practice   
1) Brief 
Symptom 
Inventory-18 
2) Perceived 
Stress Scale  
3) Five Facet 
Mindfulness 
Findings: 
1) Increases in the mindfulness facets of observing, non-judging and 
overall mindfulness  
2) No significant effects for mindfulness facets of describing, acting 
with awareness and non-reacting  
3) Reduction in anxiety, depression, psychological distress and 
stress. 
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veterinarian  and 
nutritionist 
 
Initial n=131 
Final n=83 
 
Gender:  
Male: 9.6% 
Female: 90.4% 
 
Mean Age: 39.1 
 
No ethnicity 
information reported.  
 
Control group 
 
MBSR  
Instructor 
  
 
Questionnaire-
Long Form 
Conclusion:  
1) 4 week mindfulness interventions may be effective in reducing 
stress among HCPs. 
 
Limitations: 
1) No follow-up 
2) No intention to treat analysis nor placebo group 
3) Low scores on the Brief Symptom Inventory-18 resulting in a 
floor effect and less change over time 
5) Did not monitor daily mindfulness practice   
6) No measure of previous experience of meditation  
7) Group cohesion could be a confounding variable. 
 
Future research: 
1) Compare 4, 6 and 8 week meditation courses  
2) Investigate whether mindfulness facets develop more with 
training.  
Song, Y. 
(2015) 
To investigate 
the effects of 
MBSR on 
depression, 
anxiety, stress 
and mindfulness 
in Korean 
nursing students   
Controlled 
clinical trial 
 
University nursing 
students 
 
Initial n=50 
Final n=44 
 
Gender  
Male: 18% 
Female: 82% 
 
Age:  
Experimental: 19.6  
Waiting list Control: 
19.5  
 
No ethnicity 
information reported.  
8-week MBSR 
programme  
2-hour sessions  
 
Waiting list 
control group  
 
MBSR 
Instructor    
1) Depression 
Anxiety and 
Stress Scale  
2) Mindfulness 
Awareness 
Attention Scale  
Findings: 
1) Decrease in depression, anxiety and stress 
2) Increase in mindfulness. 
 
Conclusion:  
1) MBSR helped to address mild depression, anxiety and stress. 
  
Limitations: 
1) No follow-up  
2) Small and non-representative samples as mostly females in the 
sample  
3) Did not confirm homework completion  
4) Possible contamination between groups  
5) Confounding variables not controlled for such as credit hours and 
clinical practicum. 
  
Future research: 
1) How shorter mindfulness programmes can be maximised to 
generate positive effects. 
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Table 2. Quality Assessment Tool for Quantitative Studies 
Primary Author  Selection Bias  Study Design  Confounders  Blinding  Data Collection 
Methods  
Withdrawal & 
Dropouts  
Global Quality 
Rating  
Kang. Y.S (2009) Weak  Strong  Moderate  Moderate  
 
Strong  Moderate  Moderate  
Pipe, T.B. (2009) Weak Strong  Strong  Strong  Strong  Strong  Moderate  
 
Martin-Asuero, A. 
(2010) 
Weak Moderate  Weak Weak Moderate  Strong  Weak 
Ando, M. (2011)  Weak Strong  Weak Weak Weak Moderate  Weak  
 
Geary. C. (2011)  Weak Strong  Strong  Weak  Weak  Moderate  Weak  
 
Brady, S, (2012) Weak Moderate  Weak  Weak Moderate  Moderate  Weak 
 
Goodman, M.J. 
(2012) 
Moderate  Moderate   Strong  Weak Moderate  Moderate  Moderate  
Newsome, S. (2012) Weak  Moderate  Weak 
 
Moderate  Moderate  Weak Weak 
Barbosa, P. (2013) Moderate  Strong  Moderate  Weak 
  
Moderate  Strong  Moderate  
Bazarko, D. (2013) Weak  Moderate  Weak  
 
Weak Moderate  Moderate  Weak  
deVibe, M. (2013) Moderate  Strong  Strong  Strong 
  
Strong  Strong  Strong  
Fortney, L. (2013) Weak  Moderate  Weak  Weak 
  
Moderate  Moderate  Moderate  
Moody, K. (2013)  Moderate  Strong  Strong  Weak 
 
Strong  Strong  Moderate  
Vega, B.R. (2013) Weak  Strong  Weak Weak 
 
Strong  Strong  Weak 
Erogul, M. (2014) Weak  Strong  Moderate  Weak 
 
Weak  Strong  Weak 
Hallman, I.S. 
(2014) 
Weak  Moderate  Weak  
 
Weak  Moderate  Moderate  Weak 
Manotas, M. (2014) Moderate  Strong  Moderate  
 
Moderate  Strong  Moderate  Moderate  
Song, Y. (2015) Weak Strong  Moderate  Moderate  Moderate  Strong  Moderate  
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Abstract 
Purpose: Working within forensic inpatient settings can be emotionally challenging and 
stressful. The purpose of this study was to investigate the role of coping and dispositional 
mindfulness upon occupational stress and burnout in mental healthcare professionals 
(MHCPs) employed in secure hospitals (SHs). 
Methods: A total of 151 participants were recruited from five low and medium SHs in 
Wales. Participants completed four questionnaires, measuring mindfulness, coping, 
occupational stress and burnout, as well as a background information questionnaire.  
Results: MHCPs in SHs reported elevated levels of occupational stress, but despite reporting 
moderate levels of emotional exhaustion and depersonalisation, MHCPs retained a positive 
sense of personal accomplishment. Higher mindfulness skills were significantly associated 
with lower levels of maladaptive coping, occupational stress and burnout. Higher levels of 
maladaptive coping significantly predicted higher levels of occupational stress and emotional 
exhaustion and lower levels of personal accomplishment. In relation to facets of mindfulness, 
higher levels of acting with awareness significantly predicted lower levels of emotional 
exhaustion and depersonalisation. 
Conclusions: Higher levels of mindfulness were significantly associated with lower 
maladaptive coping, occupational stress and burnout levels, therefore, mindfulness based 
interventions (MBIs) could be a viable strategy to support MHCPs employed in SHs. This 
research also suggested that higher levels of acting with awareness may help prevent 
emotional exhaustion and depersonalisation in MHCPs employed in SHs. 
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Introduction 
Increasing levels of occupational stress and burnout are experienced amongst 
healthcare professionals (HCPs) (Goodman & Schorling, 2012). This may lead to elevated 
levels of staff sickness and turnover (Wright, 2005), reduced job satisfaction (Happell, Martin 
& Pinikahana, 2003) and poor quality of service user care (Coffey, 1999). A substantial 
amount of research has investigated occupational stress amongst HCPs, however, less 
research has investigated occupational stress and burnout in mental healthcare professionals 
(MHCPs) that are employed within secure hospitals (SHs) (Elliott & Daley, 2013).  
 
Occupational Stress in MHCPs in SHs 
Stress refers to an external pressure that a person may be exposed to, which in turn 
results in tension or strain (Kahn & Byosiere, 1992). In relation to stress within the 
workplace, stress is primarily regarded as a negative event or situation that a person is 
exposed to that may result in adverse effects (LeBlanc, deJonge & Schaufeli, 2000). Lazarus 
and Folkman’s (1984) Cognitive Appraisal Theory of coping and stress highlights that coping 
responses are instigated by a cognitive appraisal of the events as challenging, harmful and/or 
threatening. MHCPs experiences of coping and stress may be influenced by their perceived 
threat of actual and potential violence, and associated difficult social interactions that may 
occur in SHs (Coffey, 1996). It can, therefore, be suggested that Lazarus and Folkman’s 
(1984) model can be applied to MHCPs employed in SHs. 
Numerous research studies have found that working within SHs were associated with 
increased occupational stress (Chadler & Nolan, 2000; Coffey, 1999; Elliott & Daly, 2013; 
Jones, Janman, Payne & Rick, 1987; Kirby & Pollock, 1995). Jones et al. (1987) found that 
psychiatric nurses working within a large SH were relatively more stressed than employees 
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from an engineering plant (Banks et al., 1980) and another group of nursing staff (Payne & 
Jones, 1986).  Similarly, Kirby and Pollock (1995) found that forensic psychiatric nurses that 
worked on a low and medium secure psychiatric ward reported elevated levels of 
occupational stress when compared with mental health workers (Caplan, 1993). Furthermore, 
Elliott and Daley (2013) found that MHCPs working within medium SHs reported higher 
levels of occupational stress than staff working within a residential intellectual disability unit.  
Conversely, Coffey (1999) found that forensic community mental health nurses 
attached to medium SHs reported lower levels of occupational stress compared with generic 
community psychiatric nurses. In addition, Chadler and Nolan (2000) found high levels of 
occupational stress in nurses working in a SH and nurses working in an acute adult mental 
health hospital, however, no significant differences were found between groups. Levels of 
occupational stress amongst MHCPs employed in SHs were inconsistent. These findings may 
be explained by research being carried out in different settings, and some MHCPs accepting 
stress as a fundamental part of working within SHs (Phillips, 1983).  
 
Burnout in MHCPs in SHs  
Maslach, Jackson and Leiter’s (1996) conceptualisation of burnout incorporated three 
main components, namely emotional exhaustion, depersonalisation and personal 
accomplishment. This has been the most widely used model to define and understand burnout 
within SHs. Emotional exhaustion refers to the reduced ability to experience emotions 
relating to work. Depersonalisation involves MHCPs distancing themselves from service 
users by discounting the characteristics that make them unique. Personal accomplishment 
relates to the feeling of achievement from working with service users (Maslach et al., 1996; 
Maslach, Schaufeli & Leiter, 2001). A high degree of burnout is reflected by low scores in 
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personal accomplishment, and high scores in emotional exhaustion and depersonalisation 
(Maslach et al, 1996).  
The majority of research studies have found moderate levels of burnout in terms of 
emotional exhaustion and depersonalisation amongst MHCPs working within SHs (Brooker 
& Whyte, 2001; Coffey, 1999; Elliott & Daley, 2013; Ewers, Bradshaw, McGovern & Ewers, 
2002; van Dierendonck, Schaufeli & Buunk, 1996).  However, high levels of emotional 
exhaustion (Oddie & Ousley, 2007) and depersonalisation (Dennis & Leach, 2007) have been 
reported in nursing staff and occupational therapists working in SHs. Similarly, high burnout 
levels of personal accomplishment were observed in therapists employed in a Dutch SH (van 
Dierendonck et al., 1996) and in a forensic mental health team (Brooker & Whyte; 2001).  
Conversely, moderate burnout levels of personal accomplishment were observed in a 
variety of MHCPs working within SHs (Coffey; 1999; Dennis & Leach, 2007; Elliott & 
Daley, 2013), and low burnout levels of personal accomplishment were observed in forensic 
mental health nurses and occupational therapists working in SHs (Ewers et al., 2002; Oddie 
& Ousley; 2007). From reviewing the burnout literature, it can be suggested that despite 
MHCPs in SHs often experiencing moderate to high levels of emotional exhaustion and 
depersonalisation, they continued to retain a positive sense of personal accomplishment, and 
thus felt able and confident in performing their duties (Oddie & Ousley, 2007).   
 
Coping in MHCPs in SHs  
Coping can be defined as a person’s ability to manage events or situations that they 
perceive as potentially threatening to their well-being (Folkman, Lazarus, Gruen & 
DeLongis, 1986). Folkman and Lazarus’s (1984) Cognitive Appraisal Theory of coping and 
stress highlights that coping is a process that follows the appraisal of events as challenging or 
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threatening. People may display different coping responses to stressors, i.e., coping responses 
can be adaptive (e.g., helpful or effective) or maladaptive (e.g., unhelpful or ineffective).  
Adaptive coping strategies are likely to be associated with lower levels of negative health 
status (e.g., chronic conditions, specific somatic symptoms, disability in working, eating, 
dressing and mobility) (Folkman et al., 1986), whereas maladaptive coping strategies are 
likely to be associated with increased negative health outcomes (e.g., poor mental health) 
(Healy & McKay, 2000).  
Only one study to date investigated coping and stress as predictors of burnout in 
MHCPs employed in SHs, and negative coping and occupational stress were found to 
significantly predict higher levels of emotional exhaustion and depersonalization (Elliott & 
Daley, 2013). Studies relating to other areas of mental health found that higher levels of 
maladaptive coping were a significant predictor for higher levels of emotional exhaustion or 
perceived stress in professionals working with children with learning disabilities (Devereaux, 
Hastings, Noone, Firth & Totsika, 2009; Hastings & Brown, 2002; Hatton, Brown, Caine & 
Emerson, 1995). Similarly, Griffith, Barbakou and Hastings (2014) found that a form of 
avoidant and maladaptive coping, namely wishful thinking coping, was predictive of higher 
levels of emotional exhaustion and depersonalisation, and lower levels of personal 
accomplishment in therapists delivering interventions to children with autism.  
 
Dispositional Mindfulness in MHCPs in SHs  
Mindfulness can be defined as paying attention on purpose to the present moment in a 
non-judgemental manner (Kabat-Zinn, 2003). Dispositional or trait mindfulness refers to a 
person’s natural occurring ability to employ this intentional stance of awareness (Brown & 
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Ryan, 2003). The attentional aspects of mindfulness may be related to the cognitive appraisal 
process of symptoms of stress (Salmon et al., 2004). By using mindfulness skills people can 
observe their internal experiences and external situations, and this, in turn enables them to 
notice the link between an automatic stress-reaction (Kabat-Zinn, 1990; 2013) and 
subsequent experiences of distress (Williams & Swales, 2004). Shapiro, Carlson, Astin and 
Freedman’s (2006) concept of ‘reperceiving’ refers to people being able to objectively 
observe their thoughts, feelings and external experiences, and this process then reduces the 
automatic stress-reaction.  
Reperceiving also influences others mechanisms such as self-regulation (Shapiro et 
al., 2006). Theories of self-regulation highlight that awareness and attention maintain and 
enhance psychological and behavioural functioning (Brown & Ryan, 2003). One of these 
theories is referred to as Self-Determination Theory (SDT; Deci & Ryan, 1985; Ryan & Deci, 
2000), which highlights that awareness facilitates choice of behaviours that are consistent 
with one’s interests, needs and values (Deci & Ryan, 1980). Furthermore, Holzel et al. (2011) 
proposed that different components of mindfulness work together as a rising spiral process to 
produce improvements in self-regulation. The components include: 1) attention regulation; 2) 
body awareness; 3) emotion regulation; and 4) a change in perspective on the self.  
Similar to the process of reperceiving (Shapiro et al., 2006), a change in perspective 
in the self (Holzel et al., 2011) may enable individuals to appraise situations differently and 
subsequently employ more adaptive coping strategies, and therefore make behavioural 
decisions (Brown, Ryan & Creswell, 2007) that are more congruent with individual values, 
service user needs and organisational goals. Therefore, it can be suggested that dispositional 
mindfulness may help MHCPs employed in SHs experience less occupational stress. 
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Existing studies investigating the relationship between coping, dispositional 
mindfulness and occupational stress have solely focused on student and random population 
samples. Palmer and Rodger (2009) found that university students who reported higher levels 
of dispositional mindfulness skills were more likely to employ adaptive coping strategies, 
were less likely to use maladaptive coping strategies and reported lower levels of stress. This 
is consistent with existing research that has demonstrated the effectiveness of mindfulness 
based interventions (MBIs) in reducing stress in HCPs (Irving, Dobkin & Jeeson, 2009). 
Furthermore, Branstrom, Duncan and Moskowitz (2011) found that dispositional mindfulness 
may act as a buffer against the adverse effects of perceived stress on psychological well-
being in a random population based sample. These findings provide additional support for the 
use of mindfulness skills as an intervention to improve psychological functioning among 
MHCPs experiencing stress in SHs.   
 
Focus of the Present Study  
The existing studies that have investigated occupational stress and burnout in MHCPs 
employed in SHs have methodological limitations. For example, many had small sample 
sizes, evidence of selection bias (e.g., motivated or highly stressed MHCPs participating in 
the research), some relied on single assessment measures, and many solely focused on 
nursing staff. In addition, existing studies solely reported levels of occupational stress and 
burnout rather than looking at causal relationships. Numerous studies have investigated the 
relationship between coping mechanisms, occupational stress and burnout, however, most 
studies have been conducted in the intellectual disability field. A small number of studies 
have focused on the relationship between coping strategies, dispositional mindfulness and 
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stress, however, they have been conducted within student and random population based 
samples, and no studies to date have been carried out in SHs.  
This present study will, therefore, build on existing research by exploring the nature 
of the relationship between coping strategies, different facets of dispositional mindfulness, 
occupational stress and burnout in different professional groups employed in SHs in Wales.  
Based on the current research and theoretical models regarding coping, mindfulness, 
occupational stress and burnout, the following hypotheses will be tested in this study: 1) 
MHCPs employed in SHs will report elevated levels of occupational stress and burnout 
compared with other groups of MHCPs; 2) MHCPs employed in SHs that report higher levels 
of dispositional mindfulness will report lower levels of maladaptive coping, occupational 
stress and burnout; and 3) The psychological predictors, namely coping strategies and facets 
of dispositional mindfulness, will be predictive of occupational stress and burnout, whilst 
taking into account demographic variables and other aspects of working environments.  
 
 
 
 
 
 
 
 
 
 
 
 
Section 4  Research Paper - 15 - 
 
 
 
Method 
 
Procedure  
The study received ethical approval from the School of Psychology at Bangor 
University and by the NHS Wales Research Ethics Committee. Five medium and low SHs 
were independently recruited by the researcher. Postal research packs were then sent to the 
research contact at each hospital. It was the research contact’s responsibility to distribute the 
postal research packs to all clinical MHCPs via the internal mail system.  
Postal research packs included a participant information sheet, and an instruction 
sheet which detailed information about the nature of the study. Implicit consent was assumed 
once MHCPs completed and returned the questionnaires. A contact sheet was also included 
which detailed relevant local agencies information for MHCPs to access for emotional 
support if required. The completed research packs were returned in a pre-paid envelope 
directly to the researcher. A month following the initial distribution of the postal research 
packs, the research contacts at each hospital were provided with a reminder email to 
distribute to all staff (see Appendix I).   
 
Participants  
A total of 630 postal research packs were distributed to MHCPs that were employed 
within five SHs in Wales, 151 research packs were returned, resulting in a response rate of 
24%. Participants included different professional groups that had clinical contact with service 
users, this ranged from healthcare assistants, nursing staff, occupational therapists, 
psychologists, psychiatrists and social workers. The demographic and health related 
information of participants are summarised in Table 1 below. 
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Inset Table 1 
 
Measures  
A postal research pack included a background information questionnaire and four 
assessment measures. The background information questionnaire included questions relating 
to demographic and health-related factors. The four assessment measures included were as 
follows:  
 
The Staff Stressor Questionnaire (SSQ) (Hatton et al, 1999) 
The SSQ is a 33-item questionnaire that assesses work stressors amongst HCPs. Items 
represent potential stressors and are scored on a five point Likert scale. The SSQ has seven 
subscales: 1) service user challenging behaviour; 2) service user poor skills; 3) lack of staff 
support; 4) lack of resources; 5) low job-status; 6) bureaucracy and 7) work-home conflicts. 
A total stress score is calculated and higher scores on the SSQ suggest higher levels of 
perceived stress. Hatton et al. (1999) found that all subscales had adequate internal reliability. 
Tavakol and Dennick (2011) recommended that Cronbach alpha levels were acceptable 
between 0.70 and 0.95. Levels of internal consistency for this study were acceptable for all 
SSQ subscales and total score, with the exception of one subscale bureaucracy (α=0.58). 
Cronbach alpha scores are displayed in Table 2.   
 
Insert Table 2 
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The Maslach Burnout Inventory (MBI) – Human Services Survey (Maslach et al, 1996)  
The MBI is a 22-item questionnaire that measures three core dimensions of burnout 
including 1) personal accomplishment (PA); 2) emotional exhaustion (EE) and 3) 
depersonalization (DP). Each item is rated on a seven point Likert Scale. The MBI calculates 
three subscale scores and burnout is present with high scores on the EE and DP subscales and 
low scores on the PA subscale. Maslach et al. (1996) found that all three subscales had a 
good level of internal consistency (EE, α=0.90; DP, α=0.79; PA, α=0.71). The test-retest 
reliability for the two subscales EE (0.82) and PA (0.80) were good and for DP (0.60) it was 
acceptable. Levels of internal consistency for this study were acceptable for all MBI 
subscales (see Table 2).  
 
The Brief Cope Inventory (BCI) (Carver, 1997) 
The BCI is a 28-item questionnaire that assesses a broad range of coping strategies 
and items are scored on a four point Likert scale. The BCI originally had 14 subscales; 
however, Hastings & Brown (2002) found good levels of reliability for two dimensions of 
adaptive and maladaptive coping for staff working in child intellectual disability services. 
The adaptive coping subscale was made up of 16 items and eight subscales (active coping, 
planning, positive reframing, acceptance, humour, religion, using emotional support and 
using instrumental support) and Cronach’s alpha was 0.83. The maladaptive coping subscale 
was made up of 12 items and six subscales (self-distraction, denial, venting of emotions, 
substance use, behavioural disengagement and self-blame) and Cronbach’s alpha was 0.75. 
These two coping dimensions were used in the present study and acceptable levels of internal 
consistency were found for both BCI subscales (see Table 2).   
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The Five Facet Mindfulness Questionnaire-Short Form (FFMQ-SF) (Bohlmeijer, ten 
Klooster, Fledderus, Veehof and Baer, 2011) 
The FFMQ-SF is a 24-item questionnaire designed to measure dispositional 
mindfulness on a five point Likert scale. The FFMQ-SF includes five subscales, and all 
demonstrated adequate internal consistency: observing (α=0.78), describing (α = 0.91), acting 
with awareness (α=0.86), non-judging of inner experience (α=0.86) and non-reactivity to 
inner experience (α=0.73).  A total FFMQ mindfulness score was also calculated based on the 
five subscales, higher scores indicated higher mindfulness. Levels of internal consistency 
were acceptable for all FFMQ-SF subscales and total mindfulness score (see Table 2).  
 
Data Analysis  
The Statistical Package for Social Sciences (SPSS), Version 22, was employed to 
undertake all data preparation and statistical procedures. Initially the data was prepared for 
statistical analysis, this involved addressing issues related to missing data and outliers and 
checking for violations of normality. Appropriate statistical tests were then used for the three 
different hypotheses. For hypothesis one, mean scores from the current sample for 
occupational stress and burnout were compared to other MHCPs using one-sample t-tests. 
For hypothesis two, correlational analysis was employed to examine associations between 
mindfulness and coping, occupational stress and burnout.  
For hypothesis three, the first stage involved completing correlational analysis to 
examine associations between facets of mindfulness (e.g., observing, describing, acting with 
awareness, non-judging of inner experiences and non-reacting to inner experiences) and 
coping (e.g., adaptive and maladaptive coping) with occupational stress and burnout (e.g., 
personal accomplishment, emotional exhaustion and depersonalisation). The second staged 
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involved using Spearman’s rho correlations, independent sample t-tests and one-way 
ANOVAs as appropriate, to investigate the influence of demographic variables and aspects of 
work environment on occupational stress and burnout. Demographic variables included age, 
gender, ethnic origin, marital status, having children and having dependents. Aspects of work 
environment included place of work, length of service, sick days, adequate supervision, hours 
of supervision per month, ward based/non-ward based MHCPs and service user gender.  
The third stage involved conducting two-step linear regression models to investigate 
whether the variables that were found to be significant in the correlational analyses (e.g., 
adaptive coping, maladaptive coping, acting with awareness, non-judging of inner 
experiences, and total stress) were still significant predictors of occupational stress and 
burnout, whilst controlling for significant demographic variables and significant features of 
work environment. The fourth stage involved applying the technique of bootstrapping (Efron 
& Tibshirani, 1993) to the regression analyses in order to establish whether violations of 
normality biased the findings.  
 
Data Preparation   
The researcher generated rules for missing data for all the subscales of the assessment 
measures. This involved generating the maximum number of items that could be missing for 
each subscale in order for the data to still be included in the study (see Appendix J). In order 
to avoid losing data from the study, the mean substitution method (Osbourne, 2013) was 
employed to manage missing item values within the subscales. The use of alternative 
methods that involved loosing data e.g., pairwise deletion, were therefore, not used. The 
mean substitution process was completed for a total of 81 missing values (0.5% of the data 
points; see Appendix K).  
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Outliers were identified by recognising values that were 1.5 below or above the inter-
quartile range of the data (Chamber, Cleveland, Kleiner &Tukey, 1983). The value of the 12 
(0.07% of the data points) identified outliers were then adjusted to one value higher than the 
highest subscale score that was not considered an extreme score (Tabachnick & Fidell, 2006; 
see Appendix L). Due to the Shapiro-Wilk Test being very sensitive to normality violations 
with larger sample sizes, the q-q plots were examined to determine the normality distribution 
of the data. The q-q plots revealed that all variables appeared normally distributed with the 
exception of the MBI emotional exhaustion and depersonalisation subscales, SSQ total stress 
score and the BCI maladaptive coping subscale.  
The Bonferroni correction was applied to correlational analyses for study variables to 
control for multiple measurement, the new alpha level for a total of 36 correlations was .001 
(0.05/36=00139). The Bonferroni correction was not applied to correlational analyses for 
identifying confounding variables, because this correction in effect makes the final regression 
analyses less, rather than more, conservative. The adjusted alpha level (p≤.001) was not 
applied to regression or bootstrapping analyses because multiple measurement had already 
been accounted for in the correlational analyses.  
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Results 
 
Levels of Occupational Stress and Burnout amongst MHCPs in SHs  
Scores on the MBI were compared with the recommended cut-off scores for high 
burnout for MHCPs (Maslach et al., 1996) which are presented in Table 3.  
 
Insert Table 3 
 
The mean score for personal accomplishment was 34, which fell within the low 
burnout range. The mean score for emotional exhaustion was 18 and the mean score for 
depersonalisation was 5; both these scores fell within the moderate burnout range. Percentage 
scores for low, moderate and high levels of burnout were calculated for all three MBI 
subscales and are displayed in Table 4 below. 
 
Inset Table 4 
 
Mean scores for all seven subscales of the SSQ and the SSQ total score were 
calculated. Results showed that the highest level of occupational stress was associated with 
service user challenging behaviour (M=11.09). Moderate levels of occupational stress were 
associated with bureaucracy (M=4.05), poor service user skills (M=4.76), lack of resources 
(M=5.68) and low job-status (M=5.70). The least levels of occupational stress were 
associated with a lack of staff support (M=3.39) and home-work conflict (M=3.51) (see Table 
5).  
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Levels of Occupational Stress and Burnout amongst MHCPs in SHs Compared with 
Other MHCPs 
One-sample t-tests were employed to compare differences in the mean scores of the 
MBI and SSQ subscales with secondary data from two other studies (Happell et al., 2003; 
Robertson et al., 2005). Secondary data was used as normative data was not available. Stress 
mean scores were compared with mean scores obtained from staff working in a residential 
home for people with intellectual disabilities, and where more than 50% of service users had 
challenging behaviour (Robertson et al., 2005). Burnout mean scores were compared with 
mean scores obtained from psychiatric nurses that were employed within a mainstream 
mental health service (community and inpatient; Happell et al., 2003).  
Seven one-sample t-tests showed that MHCPs employed within SHs reported 
significantly higher stress levels on all seven subscales of the SSQ, compared to staff 
working in a residential home for people with an intellectual disability. Significant 
differences were moderate in size for all subscales, with the exception of a large significant 
difference between groups for service user challenging behaviour. The seven subscales 
included 1): service user challenging behaviour (t=15.50, p≤.001); 2) poor service user skills 
(t= 7.84, p≤.001); 3) lack of staff support (t=5.22, p≤.001); 4) lack of resources (t=15.24, 
p≤.001); 5) low job-status (t=10.42, p≤.001); 6) bureaucracy (t=10.99, p≤.001) and 7) work-
home conflict (t=5.62, p≤.001). The results are displayed in Table 5 below. 
 
Insert Table 5 
 
Three one-sample t-tests showed that in relation to personal accomplishment, MHCPs 
employed within SHs had significantly slightly lower levels of personal accomplishment 
(M=34.31, SD=7.15), therefore, slightly higher burnout, compared with psychiatric nurses 
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within mainstream mental health services (M=35.6) (t=-2.22, p=.028). In relation to 
emotional exhaustion (EE; M=18.18, SD=10.58) and depersonalisation (DP; M=4.93; 
SD=4.33), MHCPs employed in SHs had slightly higher levels of burnout than psychiatric 
nurses within mainstream mental health services (EE Mean=17.4; DP Mean=4.5), however, 
differences between groups were not significant (EE t=.905, p=.367; DP t=1.227, p=.222; see 
Table 5).  
 
Dispositional Mindfulness in MHCPs in SHs and Maladaptive Coping, Occupational 
Stress and Burnout  
In order to account for normality violations, the non-parametric test Spearman’s rho 
correlation was conducted between the continuous variable FFMQ overall mindfulness score 
and the two BCI subscales, the three MBI subscales and the SSQ total stress score.   
 
Maladaptive Coping  
Spearman’s rho correlations indicated that FFMQ total mindfulness had a significant 
moderate negative correlation with BCI maladaptive coping (ρ=-.366, p≥.001). These results 
highlighted that higher FFMQ total mindfulness scores were significantly associated with 
lower maladaptive coping scores. A non-significant correlation was found between FFMQ 
total mindfulness and BCI adaptive coping (ρ=-.045, p=.585). Results are displayed in Table 
6.  
 
Insert Table 6 
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Occupational Stress   
Spearman’s rho correlation showed that FFMQ total mindfulness scores had a 
significant moderate negative correlation with SSQ total stress scores (ρ=-.351, p≥.001). 
These results indicated that higher FFMQ total mindfulness scores were significantly 
associated with lower SSQ total stress scores (see Table 6).  
 
Burnout  
Spearman’s rho correlations revealed that FFMQ total mindfulness scores had a 
significant moderate positive correlation with personal accomplishment (ρ=.307, p≤.001), a 
significant weak negative correlation with depersonalisation (ρ=-.261, p≤ .001) and 
significant moderate negative correlation (ρ=-.393, p≤ .001) with emotional exhaustion. 
These results indicated that lower FFMQ total mindfulness scores were significantly 
associated with lower levels of personal accomplishment. Results also indicated that higher 
FFMQ total mindfulness scores were significantly associated with lower levels of emotional 
exhaustion and depersonalisation (see Table 6).  
 
Coping Strategies and Facets of Dispositional Mindfulness Predictive of Occupational 
Stress and Burnout in MHCPs in SHs  
Initially Spearman’s rho correlations, independent sample t-tests and one-way 
ANOVAs were employed to investigate whether demographic variables were significantly 
associated with the MBI subscales and the SSQ total stress score. T-tests and one-way 
ANOVA statistical tests were considered robust enough for violations of normal 
distributions, because the sample size for this study was sufficiently large (n≥100; Field, 
2013).  
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Relationships between continuous demographic variables, namely age, length of 
service, sick days and actual hours of supervision provided per month and the outcome 
variables (e.g., SSQ total stress and three MBI subscales) were explored using Spearman’s 
rho correlation. Small significant correlations were found between emotional exhaustion and 
actual supervision hours provided per month (ρ=-.199, p=.032); and depersonalisation and 
age (ρ=-.190, p≤.021) and actual supervision hours provided per month (ρ=-.222, p=.017). 
No other significant correlations were found between the variables.  
 Associations between dichotomous demographic variables, namely gender, children, 
having dependants, adequate supervision and ward based/non-ward based MHCPs and the 
outcome variables (e.g., SSQ total stress and three MBI subscales) were explored with 
independent samples t-tests. Significant associations were found between stress and having 
dependants (t=3.045, p=.003), shift hours (t= 4.07, p≤.001), adequate supervision (t=-.285, 
p=.005) and ward based/non-ward based MHCPs (t= 4.49, p≤.001); emotional exhaustion and 
having dependants (t= 2.12, p=.035) and adequate supervision (t=-3.15, p=.002); and 
depersonalisation and shift hours (t=3.13, p=.002) and ward based/non-ward based MHCPs 
(t=2.98, p=.006). No other significant associations between the variables were found. 
 The association between demographic variables that had more than two groups, 
namely place of work, service user gender, marital status and ethnic origin and outcome 
variables (e.g., SSQ total stress score and three MBI subscales) were explored with one-way 
ANOVAs. No significant associations were found between the demographic variables and the 
outcome variables.  
Spearman’s rho correlations (p≤.001) were then used to identify potential significant 
predictors (e.g., coping strategies and facets of dispositional mindfulness) for the four 
outcome variables (e.g., the SSQ total stress and the three MBI subscales). The correlations 
are displayed in Table 7 below.  
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Insert Table 7 
 
Four stepwise regression analyses were then conducted for the four outcome variables 
(e.g., the SSQ total stress and the three MBI subscales). Confounding variables were placed 
in the first step, and the variables that were significantly correlated with the outcome 
variables were placed as predictors in the second step. The final regression model for each 
variable was also refitted using bootstrapped β estimates (Efron & Tibshirani, 1993), in order 
to establish whether violations of normality biased the research findings.  
 
Coping Strategies and Facets of Dispositional Mindfulness Predictive of Occupational Stress  
A stepwise regression was employed to explore predictors of occupational stress. The 
confounding variables, namely having dependants, adequate supervision, shift hours and 
ward based/non-ward based MHCPs were placed in the base regression model to control for 
their influence on the occupational stress scores. The predictors’ adaptive coping, 
maladaptive coping and non-judging of inner experiences were then included in the second 
step of the regression model.  
In the base regression model, adequate supervision (β=.176, p=.035) and ward 
based/non-ward based MHCPs (β=-.298, p≤.001) were found to be significant predictors of 
occupational stress and this explained 14.3% of the variance (r²=.143, p=.035). Whilst 
controlling for adequate supervision and ward based/non-ward based MHCPs, the final 
regression model indicated that maladaptive coping (β=.379, p≤.001) was a significant 
predictor of occupational stress and explained a further 13.7% of the variance (r²=.280, 
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p≤.001). This suggested that higher levels of maladaptive coping significantly predicted 
higher levels of occupational stress.  
Bootstrapping analyses confirmed the significant results for ward based/non-ward 
based staff (CI -18.123--5.818, p=.001,) and maladaptive coping (CI .740–1.990, p=.001), 
however, a non-significant result was found for adequate supervision (CI -1.672-11.416, 
p=.147).  
 
Coping Strategies, Facets of Dispositional Mindfulness and Occupational Stress Predictive 
of Personal Accomplishment  
A stepwise regression was employed to explore predictors of personal 
accomplishment. No confounding variables were required to be entered into the regression 
model, therefore, solely the predictors’ total stress and maladaptive coping were included in 
the model. The regression model showed that maladaptive coping was a significant predictor 
of personal accomplishment (β=-.318, p≤.001) and explained 10.1% of the variance (r²=.101, 
p≤.001). This suggested that higher levels of maladaptive coping significantly predicted 
lower levels of personal accomplishment. Bootstrapping analyses confirmed the significant 
results for maladaptive coping (CI -.608 - -.223, p=.001).  
 
Coping Strategies, Facets of Dispositional Mindfulness and Occupational Stress Predictive 
of Emotional Exhaustion   
A stepwise regression was employed to explore predictors of emotional exhaustion. 
The confounding variables, namely having dependants, adequate supervision and actual 
supervision hours provided per month were placed in the base regression model to control for 
their influence on the emotional exhaustion scores. The predictors’ total stress, adaptive 
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coping, maladaptive coping, acting with awareness and non-judging of inner experiences 
were then included in the second step of the regression model.  
In the base regression model, adequate supervision (β=.198, p=.039) was found to be 
a significant predictor of emotional exhaustion and this explained 3.9% of the variance 
(r²=.039, p=.039). Whilst controlling for adequate supervision, the final regression model 
showed that total stress (β=.438, p≤.001), maladaptive coping (β=.210, p≤.001) and acting 
with awareness (β =-.277, p=.013) were significant predictors of emotional exhaustion and 
explained a further 50.9% of the variance (r²=.548, p=.013). Results suggested that higher 
levels of maladaptive coping and higher levels of total stress significantly predicted higher 
levels of emotional exhaustion, and that higher levels of acting with awareness significantly 
predicted lower levels of emotional exhaustion.  
Bootstrapping analyses confirmed the significant results for total stress (CI .162 - 
.301, p=.001), maladaptive coping (CI .098-.668, p=.010) and acting with awareness (CI -
1.066 – -.252, p=.001), however, a non-significant result was found for adequate supervision 
(CI -.799-5.239, p=.140).  
 
Coping Strategies, Facets of Dispositional Mindfulness and Occupational Stress Predictive 
of Depersonalisation   
A stepwise regression was employed to explore predictors of depersonalisation. The 
confounding variables, namely age, ward based/non-ward based MHCPs, shift hours and 
actual supervision hours provided per month were placed in the base regression model to 
control for their influence on depersonalisation scores. The predictors total stress, 
maladaptive coping, acting with awareness and non-judging of inner experiences were then 
included in the second step of the regression model.  
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In the base regression model, ward based/non-ward based MHCPs (β=-.304, p=.001) 
was found to be a significant predictor of depersonalisation and this explained 9.2% of the 
variance (r²=.092, p=.001). Whilst controlling for ward based/non-ward based MHCPs, total 
stress (β=.326, p≤.001) and acting with awareness (β=-.322, p≤.001) were found to be 
significant predictors of depersonalisation and explained a further 25.8% of the variance 
(r²=.350, p≤.001). This suggested that higher levels of total stress significantly predicted 
higher levels of depersonalisation, and that higher levels of acting with awareness 
significantly predicted lower levels of depersonalisation.  
Bootstrapping analyses confirmed the significant results for ward based/non-ward 
based MHCPs (CI -2.711 - -.190, p=.019), total stress (CI .022-.089, p=.002) and acting with 
awareness (CI -.478 - -.184, p=.001). 
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Discussion 
 
Levels of Occupational Stress and Burnout amongst MHCPs in SHs  
The study findings showed that the highest level of occupational stress in MHCPs 
employed in SHs was associated with service user challenging behaviour, and the least levels 
of occupational stress were associated with lack of staff support and home-work conflict. 
Elliott and Daley (2013) also found the same results in MHCPs employed in medium SHs in 
the UK. Furthermore, a concerning percentage of MHCPs employed in SHs reported high 
levels of burnout. Mean scores for personal accomplishment fell within the low burnout 
range, and mean scores for emotional exhaustion and depersonalisation both fell within the 
moderate burnout range. The study findings were consistent with previous research that 
found similar levels of burnout on the emotional exhaustion and depersonalisation subscales 
(Brooker & Whyte, 2001; Coffey, 1999; Elliott & Daley, 2013; Ewers et al., 2002; van 
Dierendonck et al, 1996).  
Levels of personal accomplishment have been found to be inconsistent across existing 
studies. The low burnout levels of personal accomplishment found in this study were 
consistent with two previous studies that found comparable low levels in forensic mental 
health nurses and occupational therapists working in SHs (Ewers et al., 2002; Oddie & 
Ousley; 2007). In line with previous research, results from this study suggested that despite 
MHCPs employed in SHs experiencing moderate levels of emotional exhaustion and 
depersonalisation, they continued to retain a positive sense of personal accomplishment, and 
thus felt confident in performing their duties (Oddie & Ousley, 2007). Arguably these 
findings may be explained by social-desirability bias (Krumpla, 2013), as MHCPs may have 
underreported their work-related difficulties because they may have felt uncomfortable 
disclosing such sensitive issues in the research. 
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Levels of Occupational Stress and Burnout amongst MHCPs in SHs Compared with 
Other MHCPs 
The study findings supported the hypothesis that MHCPs employed within SHs would 
report elevated levels of occupational stress compared with other groups of MHCPs. 
Significantly higher scores on all seven subscales of the SSQ were found, compared with 
staff working within intellectual disabilities services (Robertson et al., 2005). The significant 
differences were moderate in size for all subscales, with the exception of a big significant 
difference between groups for service user challenging behaviour. These findings are in line 
with previous research that found forensic MHCPs reported higher occupational stress levels 
than other professional groups (Banks et al., 1990; Jones et al., 1987) and other MHCPs 
(Elliott & Daley, 2013; Kirby& Pollock, 1995).  
The study findings provided limited support for the hypothesis that MHCPs employed 
within SHs would report elevated levels of burnout compared with other groups of MHCPs. 
MHCPs employed within SHs had slightly significantly lower levels of personal 
accomplishment, therefore slightly higher burnout, compared with psychiatric nurses within 
mainstream mental health services (Happell et al., 2003). A similar pattern was observed for 
emotional exhaustion and depersonalisation, however, differences between groups were very 
small and were non-significant. The lack of substantial differences found between forensic 
and mainstream MHCPs may be explained by the premise that aggression displayed by 
service users is expected and tolerated as part of the treatment programme (Dickinson & 
Wright, 2008).  
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Dispositional Mindfulness in MHCPs in SHs and Maladaptive Coping, Occupational 
Stress and Burnout  
The study findings supported the hypothesis that MHCPs employed in SHs that reported 
higher levels of dispositional mindfulness would report lower levels of maladaptive coping, 
occupational stress and burnout. Results indicated that lower levels of dispositional mindfulness 
were significantly associated with lower levels of personal accomplishment, and that higher 
levels of dispositional mindfulness were significantly associated with lower levels of 
maladaptive coping, occupational stress, emotional exhaustion and depersonalisation. 
However, it is important to note that significant effects were moderate in magnitude. These 
findings provided some support to existing research that found university students with high 
levels of mindfulness skills, were less likely to use maladaptive coping strategies and also 
reported lower levels of stress (Palmer & Rodger, 2009).  
The findings that MHCPs employed in SHs reported higher levels of dispositional 
mindfulness and lower levels of occupational stress, provided some support for the premise 
that the attentional aspects of mindfulness may be related to the cognitive appraisal process of 
symptoms of stress (Salmon et al., 2004). Consistent with self-determination theorists (Brown 
& Ryan, 2003), it can be suggested that the attentional or self-regulation aspects of 
mindfulness helped lower the automatic stress-reactions of MHCPs employed in SHs. In turn, 
this process may have arguably lowered perceived levels of occupational stress and thus 
prevented burnout. Study findings also provided further support to existing research that 
demonstrated the effectiveness of mindfulness based interventions (MBIs) in reducing stress 
levels in HCPs (Irving et al., 2009).  
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Coping Strategies and Facets of Dispositional Mindfulness Predictive of Occupational 
Stress and Burnout in MHCPs in SHs  
The study findings provided some support for the hypothesis that the psychological 
predictors, namely coping strategies and facets of dispositional mindfulness, would be 
predictive of occupational stress and burnout, whilst taking into account demographic 
variables and other aspects of work environments. Firstly, whilst controlling for adequate 
supervision and ward based/non-ward based MHCPs, higher levels of occupational stress 
significantly predicted higher levels of emotional exhaustion and depersonalisation. These 
findings were consistent with Elliott and Daley’s (2013) results in a group of MHCPs 
employed within medium SHs in the UK.  
Secondly, whilst controlling for adequate supervision and ward based/non-ward based 
MHCPs, higher levels of maladaptive coping significantly predicted higher levels of 
occupational stress and emotional exhaustion and lower levels of personal accomplishment. 
These findings provided some support to the premise that maladaptive coping strategies are 
likely to be associated with higher negative somatic health outcomes (e.g., chronic 
conditions, specific somatic symptoms) (Folkman et al., 1986).  The study findings also 
provided support to previous research in MHCPs that found negative coping (Elliott & Daley, 
2013) and maladaptive coping (Hastings & Brown, 2002) significantly predicted higher 
levels of emotional exhaustion (Devereaux et al., 2009; Hatton et al., 1995) and lower levels 
of personal accomplishment (Griffith et al., 2014).   
Thirdly, whilst controlling for adequate supervision and ward based/non-ward based 
MHCPs, higher levels of the facet of mindfulness, acting with awareness, significantly 
predicted lower levels of emotional exhaustion and depersonalisation. These findings 
arguably suggested that attending to one’s actions mindfully or acting with awareness may 
improve aspects of burnout compared with other facets of mindfulness, such as observing, 
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describing, non-judging of inner experiences and non-reacting to inner experiences. The 
study findings provided some support for theoretical perspectives on self-regulation and self-
determination (Ryan & Deci, 2000). Brown and Ryan (2003) found that both dispositional 
and state mindfulness predicted self-regulated behaviour and positive emotional states in a 
sample of working adults. Therefore, it can be suggested that the mindfulness facet acting 
with awareness, may contribute to the function of self-regulation, and that these changes in 
self-regulation may help prevent burnout in MHCPs.  
However, it is important to note that the items on the acting with awareness subscale 
on the Five Facet Mindfulness Questionnaire – Short Form (Bohlmeijer et al., 2011) included 
attention regulation and body awareness skills (e.g., ‘I find myself doing things without 
paying attention’) that were also required for the other facets of mindfulness. Holzel and 
colleagues (2011) proposed that self-regulation is enhanced via four mechanisms that occur 
during mindfulness meditation: 1) attention regulation; 2) body awareness; 3) emotion 
regulation; and 4) change in perspective in the self. This highlights the importance of 
individuals completing formal mindfulness practices that facilitate the development of 
attention regulation and body awareness skills (e.g. observing the physical sensations in the 
body), in order to further improve their ability to attend to their actions mindfully and act 
with awareness.  
Fourthly, in relation to features of the working environment, receiving inadequate 
supervision was found to significantly predict slightly higher levels of occupational stress and 
emotional exhaustion. This suggested that MHCPs employed in SHs that did not perceive 
they received adequate levels of supervision, were more likely to experience occupational 
stress and emotional exhaustion. Furthermore, the study findings supported an existing study 
that found that clinical supervision, along with a psychological intervention training were 
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effective in reducing burnout in nurses and care workers employed in SHs and prisons 
(Stewart & Terry, 2014).  
 
Critique, Clinical Implications and Future Research  
A strength of this research study is that it included a heterogeneous sample of 
MHCPs, namely healthcare assistants, nursing staff, occupational therapists, psychologists, 
psychiatrists and social workers. Furthermore, some ward-based MHCPs had limited access 
to computers in SHs, therefore, an advantage of using a postal questionnaire design was that a 
large number of ward-based MHCPs, namely nursing staff and healthcare assistants 
participated in the study. Ward-based MHCPs have the most clinical contact with service 
users, therefore, the implementation of interventions to reduce occupational stress and 
prevent burnout could help improve quality of service user care (Coffey, 1999). A further 
strength, is that the study added helpful information to the literature relating to the underlying 
mechanisms of dispositional mindfulness, coping, occupational stress and burnout in MHCPs 
employed in SHs.   
 In terms of limitations, the study achieved a low response rate, and this arguably 
could limit the generalisability of the study findings to other MHCPs. Further limitations 
involved, firstly the absence of any information relating to those MHCPs that chose not to 
participate in the study; and secondly, those MHCPs that chose to participate in the study 
were arguably from a self-selected sample (e.g. highly motivated and/or highly stressed). 
Additional study limitations were also noted with the data analysis. Firstly, normative data 
was not available to compare occupational stress and burnout levels between MHCPs 
employed in SHs and other MHCPs, therefore, secondary data was used from two separate 
studies instead (Happell et al., 2003; Robertson et al., 2005). Consequently, the underlying 
distribution of the data was not known and differences between groups could not be 
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controlled for, and this, in turn could have influenced the research findings. Secondly, the use 
of the Bonferroni correction to account for multiple measurement may have led to the 
strongest statistical inferences being made, however, the technique has been criticised for its 
conservative nature, in particular if the number of tests are large (Bland & Altman, 1995). 
This, in turn could have led to an increased chance of ‘false negatives’ occurring and 
significant results not being found.   
In relation to clinical implications, the study findings highlighted the importance of 
organisations being aware of the level of occupational stress and burnout prevalent amongst 
their employees and of investigating the underlying causes of their levels of distress.  The 
study findings provided some support for the premise that MBIs could help MHCPs 
employed in SHs to lower their occupational stress levels and thus prevent burnout.  This, in 
turn could help increase job satisfaction, improve level of service-user care and reduce staff 
turnover. More specifically, study findings highlighted that the attentional and self-regulation 
aspects of the mindfulness facet, acting with awareness, may help prevent emotional 
exhaustion and depersonalisation in MHCPs employed in SHs. The study findings 
highlighted the importance of MHCPs in SHs receiving adequate levels of supervision, and 
how this could lower levels of occupational stress and thus prevent burnout. This also 
suggests that interventions designed to reduce occupational stress and prevent burnout may 
need to address organisational factors (e.g., lack of supervision), along with individual factors 
(e.g., coping skills) to maintain longer-term improvements.  
In relation to future research, comparative studies that do not rely on secondary data 
are needed to compare occupational stress and burnout levels amongst MHCPs employed in 
SHs and mainstream mental health services (Happell et al., 2003). Future research 
investigating the influence of personal (e.g. internal factors) and organisational (e.g. external 
factors) causes of occupational stress and burnout may also be useful, so that both internal 
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and external factors could be considered when designing interventions to target occupational 
stress and burnout amongst MHCPs employed in SHs. Based on the premise that the 
attentional and self-regulation aspects of  the mindfulness facet acting with awareness may 
help prevent burnout in MHCPs employed in SHs, further research is required to replicate 
similar findings in professionals employed in other forensic services (e.g., prison services). In 
addition, further research investigating the role of different facets of mindfulness in the 
effectiveness of MBIs for psychological functioning in MHCPs would be beneficial, in 
particular to inform the future planning of interventions designed to lower occupational stress 
and prevent burnout in MHCPs employed in SHs.  
 
Conclusion 
 
Overall the study has showed that despite MHCPs employed in SHs exhibiting moderate 
levels of emotional exhaustion and depersonalisation, they continued to retain a positive 
sense of personal accomplishment, and thus felt able and confident in performing their duties. 
Higher levels of dispositional mindfulness were significantly associated with lower 
maladaptive coping, occupational stress and burnout levels, therefore, MBIs could prove to 
be a viable intervention to support MHCPs employed in SHs. The research also suggested 
that the attentional and self-regulation aspects of mindfulness involved in acting with 
awareness, may help prevent emotional exhaustion and depersonalisation in MHCPs 
employed in SHs. 
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Table 1. Demographic and Health Related Information of Participants. 
 
 
Demographic/Health 
Related Variable  
Category Percentage % Mean (SD) 
Range 
Age    40 years 
(10.55) 
20-65 years 
Gender  Male 
Female 
41.1 
58.9 
 
Ethnicity White British 
White Other 
Asian 
Black 
88 
7.3 
2.7 
2 
 
Marital Status  Single 
Married 
Cohabiting 
Divorced 
Separated 
Widowed 
22.3 
46.6 
19.6 
8.1 
2.7 
0.7 
 
Children  Yes 
No 
41.1 
58.9 
 
Other Dependants  Yes 
No 
12.6 
87.4 
 
Professional groups  Nursing staff 
Healthcare assistants 
Psychology 
Occupational therapy 
Psychiatry 
Social work 
Other therapists     
39.4 
28 
14 
6.6 
6 
4 
2 
 
Length of Service in 
Current Workplace  
Less than 5 years 
More than 5 years 
More than 10 years 
More than 15 years 
46.7 
22 
16.7 
14.6 
1.88 (1.20) 
7.15 (1.36) 
11.00 (1.16) 
18.00 (2.65) 
Gender of Service Users 
Currently Work With 
Males 
Females 
Mixed 
80.8 
7.9 
11.3 
 
Shift Work Yes 
No 
60.3 
39.7 
 
Sick Leave (Last 6 
Months) 
Yes 
No 
38.4 
61.6 
3.69 days 
(11.86) 
0-100 days 
Adequate Supervision  Yes 
No 
64.8 
35.2 
2.04 hours of 
supervision per 
month 
Medication for Mental 
Health Problems  
Yes 
No 
 
14.6 
85.4 
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Major Life Changes (Last 
6 Months)  
Yes 
No 
31.3 
68.7 
 
Alcohol Units (Per Week)   8 units (9.37) 
0-56 units 
Cigarettes Smoked (Per 
Week) 
  12 (28.64) 
0-140 
Caffeinated Drinks (Per 
Day) 
  4.5 cups (3.01) 
0-20 cups 
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Table 2. Cronbach Alphas for Assessment Measure Subscales  
Measures and Subscales Cronbach Alpha α Level of Internal 
Consistency   
SSQ 
 
  
Service User Challenging Behaviour 
Service User Poor Skills 
Lack of Staff Support 
Lack of Resources 
Low Job-Status 
Bureaucracy 
Work-Home Conflicts 
Total Stress  
0.89 
0.85 
0.74 
0.70 
0.72 
0.58 
0.70 
0.94 
Acceptable  
Acceptable   
Acceptable  
Acceptable   
Acceptable  
Use with caution  
Acceptable  
Acceptable  
MBI   
                                                                                                                                                                                                                                                                                                                                                                                                 
Personal Accomplishment  0.70 Acceptable  
Emotional Exhaustion  0.90 Acceptable   
Depersonalisation  0.70 Acceptable 
BCI 
 
  
Adaptive Coping  
Maladaptive Coping  
0.89 
0.84 
Acceptable  
Acceptable 
FFMQ-SF 
 
  
Observing  
Describing 
Acting With Awareness 
Non-Judging of Inner Experience  
Non-Reactivity to Inner Experience 
Total Mindfulness    
0.87 
0.83 
0.82 
0.83 
0.76 
0.82 
Acceptable  
Acceptable   
Acceptable  
Acceptable  
Acceptable  
Acceptable  
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Table 3. Normative MBI Scores for Mental Health Workers (n=730)  
MBI subscales  
 
Low Burnout Moderate 
Burnout 
High Burnout 
 
Personal Accomplishment  
Emotional Exhaustion  
Depersonalisation 
 
 
≥34 
≤13 
≤4 
 
33-29 
14-20 
5-7 
 
≤28 
≥21 
≥8 
 
Reproduced from (Maslach et al., 1996; p. 6
1
) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                          
1
 Maslach, C., Jackson. S.E., & Leiter, M.P. (1996). Maslach Burnout Inventory Manual. 
Third Edition. California, USA: CPP Inc. 
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Table 4. Percentage Scores for Different Levels of MBI Burnout  
Subscale  Low Burnout       Moderate            High Burnout 
                              Burnout               
%                           %                        % 
 
Personal Accomplishment  
 
57.6 
 
21.9 
 
20.5 
Emotional Exhaustion  38.4 25.8 35.8 
Depersonalisation  53.0 
 
23.2 23.8 
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Table 5. Comparison of Occupational Stress and Burnout Levels with other MHCPs 
Assessment Measures 
and Subscales 
MHCPs in 
Secure 
Hospitals 
 
Other MHCPS 
(Literature Findings) 
 
Reference and 
Occupational 
Group 
SSQ Mean (SD) Mean 
(SD) 
t 
value 
p 
value 
 
 
Service User 
Challenging Behaviour  
Poor Service User 
Skills  
Lack of Staff Support  
Lack of Resources  
Low-Job Status  
Bureaucracy  
Home-Work Conflict 
11.09 (7.17) 
 
4.76 (4.67) 
 
3.39 (2.85) 
5.68 (2.64) 
5.70 (4.21) 
4.05 (2.55) 
3.51 (2.95) 
2.02  
 
1.88 
 
2.18 
2.41 
2.13 
1.77 
2.16 
15.50 
 
7.84 
 
5.22 
15.24 
10.42 
10.99 
5.62 
.001* 
 
.001* 
.001* 
.001* 
.001* 
.001* 
.001* 
 
Robertson et al., 
(2005) 
Intellectual 
disability residential 
staff 
(n=92) 
SD not available  
MBI 
 
     
Personal 
Accomplishment 
Emotional Exhaustion  
Depersonalisation  
34.31 (7.15) 
 
18.18 (10.58) 
4.93 (4.33) 
35.6 (9.8) 
 
17.4(12.2) 
4.5 (4.9) 
-2.22 
 
.905 
1.23 
.028* 
 
.367 
.222 
Happell et al., 
(2003) 
Mainstream mental 
health nurses (n=78) 
 
p≤.05* 
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Table 6. Spearman’s Correlation Coefficients between Coping, Total Dispositional 
Mindfulness Score and Occupational Stress and Burnout 
 
Assessment Measures and 
Subscales 
 
ρ Value p Value 
BCI 
 
Total Mindfulness   
Adaptive Coping  
Maladaptive Coping  
.-.045 
-.366 
.585 
.001* 
SSQ 
 
  
Total Stress  -.351 .001* 
MBI 
 
  
Personal Accomplishment  .307  .001* 
Emotional Exhaustion  -.393 .001* 
Depersonalisation -.261 .001* 
 
p<.001* 
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Table 7. Spearman’s Correlation Coefficients (ρ) between Coping, Facets of Dispositional Mindfulness, Occupational Stress and 
Burnout  
 
Measures and Subscales  SSQ Total Stress  MBI Personal 
Accomplishment 
MBI Emotional 
Exhaustion 
MBI 
Depersonalisation 
SSQ Total Stress   -.295* .634* .400* 
 
BCI Adaptive Coping  .265* -.088 .277* .146 
 
BCI Maladaptive Coping  .463* -.324* .525* .416* 
 
FFMQ Observing  -.056 
 
.100 .002 .071 
FFMQ Describing  -.196 .230 -.093 -.049 
 
FFMQ Acting With Awareness  -.243 .217 -.449* -.394* 
 
FFMQ Non-Judging -.292 .105 
 
-.308* -.279* 
FFMQ Non-Reactivity  -.144 
 
.217 -.204 -.079 
 
p≤001* 
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Appendix I 
Reminder Email to Participants  
Hello everyone, 
  
My name is Sarah Angela Kriakous, Trainee Clinical Psychologist; I am currently in the third 
year of my clinical psychology training at Bangor University.  
 
About a month ago you should have received an email from me about a piece of research that 
I am carrying out as part of my final year project, which is looking into the link between 
mindfulness, coping and occupational stress and burnout in mental healthcare professionals 
that work within secure hospitals in Wales. The research project will hopefully provide us 
with meaningful information about how we can best support mental healthcare professionals 
working in secure hospitals.  
 
(Insert hospital name) is one of five secure hospitals in Wales that have agreed to take part in 
the research. Dr. Katie Ann Elliott (Consultant Clinical Psychologist) and Dr. Robin Owen 
(Clinical Psychologist) are supervising the research project and they are based at Ty 
Llywelyn Medium Secure Unit, North Wales. The research contact for the project at your 
hospital is (Insert name) (insert job title).  
  
To date we have received (insert number) questionnaires from the (insert 
number) questionnaires that were originally distributed a month ago. 
  
We appreciate that mental healthcare professionals are very busy, both on and off the ward. 
This is a reminder email to encourage all mental healthcare professionals to complete the 
questionnaire pack that was sent to you via the internal mail system about a month ago. Your 
cooperation would be greatly appreciated. All questionnaires are anonymous so mental 
healthcare professionals are encouraged to be as open as possible.  
  
It would be greatly appreciated if you could please return the completed questionnaire pack to 
me in the freepost envelope addressed to Bangor University. 
  
If you have any queries regarding the research, please do not hesitate to contact me directly 
or contact your research contact (insert name) in the Psychology Department at your hospital. 
  
Thank you again for your time and we look forward to receiving your questionnaires.  
 
Sarah Angela Kriakous  
Trainee Clinical Psychologist/Seicolegydd Clinigol Dan Hyfforddiant 
 
North Wales Clinical Psychology Programme/Rhaglen Seicoleg Clinigol 
Gogledd Cymru 
School of Psychology/Ysgol Seicoleg 
Bangor University/Prifysgol Bangor 
Bangor 
Gwynedd, LL57 2DG 
Wales/Cymru  
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Appendix J 
Rules for Missing Data 
Measures and Subscales Number of Items  Rules for Missing 
Data   
SSQ 
 
  
Service User Challenging Behaviour 
Service User Poor Skills 
Lack of Staff Support 
Lack of Resources 
Low Job-Status 
Bureaucracy 
Work-Home conflicts 
Total Stress  
9 
7 
3 
3 
5 
3 
3 
33 
3 
2 
1 
1 
2 
1 
1 
3 
MBI  
 
  
Personal Accomplishment  8 3 
Emotional Exhaustion  9 3 
Depersonalisation  5 2 
BCI 
 
  
Adaptive Coping  
Maladaptive Coping  
16 
12 
3 
3 
FFMQ-SF 
 
  
Observing  
Describing 
Acting With Awareness 
Non-Judging of Inner Experience  
Non-Reactivity to Inner Experience 
Total Mindfulness    
4 
5 
5 
5 
5 
24 
1 
2 
2 
2 
2 
3 
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Appendix K 
Managing Missing Data 
Code Number Measure  Subscales Missing  
Item Number  
Substituted 
Mean Value 
36 MBI Emotional Exhaustion 14 5.63 
36 FFMQ Describing 5 3.5 
Recoded 2.5 
48 SSQ Bureaucracy 8 1 
48 SSQ Low Job-Status 17 1 
53 FFMQ Non-Reactivity 9 1.75 
73 SSQ Service User 
Challenging 
Behaviour 
26 0.5 
82 MBI Emotional exhaustion 14 4.25 
108 SSQ Poor Service User 
Skills 
4, 16 
 
0.4 
108 SSQ Service User 
Challenging 
Behaviour 
19 0.88 
129 SSQ Lack of Staff Support 12 1.5 
129 SSQ Service User 
Challenging 
Behaviour 
18 0.63 
135 MBI Emotional Exhaustion 13 2 
144 SSQ Service User 
Challenging 
Behaviour 
14 0.63 
144 SSQ Work-Home Conflict 15 1 
153 SSQ Poor Service User 
support 
13 0.83 
158 MBI Personal 
Accomplishment 
4 3.29 
 
172 MBI Depersonalisation 15 1.75 
188 MBI Emotional Exhaustion 13 0.75 
193 SSQ Bureaucracy 8 1 
202 SSQ Poor Service User 
Skills 
4 
5 
0 
215 MBI Emotional Exhaustion 13 1.5 
215 BCI Adaptive Coping 2 1.8 
227 MBI Personal 
Accomplishment 
4, 18 4.12 
 
227 FFMQ Non-reactivity 21 1.75 
240 FFMQ Acting With 
Awareness 
8 1.75 
Recoded 4.25 
244 MBI Depersonalisation 15 0 
244 SSQ Poor Service User 16 0.67 
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Skills 
244 SSQ Low Job-Status 20 0.25 
264 MBI Emotional Exhaustion 20 1.5 
264 SSQ Poor Service User 
Skills 
5 1 
264 SSQ Bureaucracy 8 1.5 
266 MBI Emotional Exhaustion 14 1.36 
266 FFMQ Non-Reactivity 18 3 
267 BCI Adaptive Coping 25 2.47 
267 FFMQ Non-Judging 7, 14 2 
267 FFMQ Acting With 
Awareness 
8 1.5 
Recoded 4.5 
289 MBI Emotional Exhaustion 13 4 
289 BCI Adaptive Coping 22 2.07 
305 MBI Personal 
Accomplishment 
4 3.71 
 
305 BCI Maladaptive Coping 16 1.13 
308 SSQ Service User 
Challenging 
Behaviour 
18 1.63 
316 SSQ Poor user skills 5 0.5 
357 MBI Personal 
Accomplishment 
7 3.71 
 
384 MBI Emotional Exhaustion 14 0.25 
384 SSQ Poor Service User 
Skills 
4, 9 0.6 
384 SSQ Low Job-Status 17 0.75 
449 SSQ Poor Service User 
Skills 
4 2 
473 BCI Adaptive Coping 14, 15, 17, 18, 
20, 22, 23, 24, 
25, 27, 28. 
Subscale items 
removed 
473 BCI Maladaptive Coping 13, 16, 19, 21, 
26. 
Subscale items 
removed 
473 FFMQ Observing 6, 10 Subscale items 
removed 
473 FFMQ Describing 1, 2, 5, 11 Subscale items 
removed 
473 FFMQ Non-Reactivity 3, 9 4 
473 FFMQ Non-Judging 4,7 0.6 
Recoded 5.4 
473 FFMQ Acting With 
Awareness 
8 1.25 
Recoded 4.75 
494 MBI Depersonalisation 10 1 
494 SSQ Lack of Resources 3 1.5 
494 SSQ Poor  Service User 
Skills 
9 1.33 
497 MBI Emotional Exhaustion  2 1 
497 MBI Personal 
Accomplishment  
4 4.14 
Recoded 3.86 
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504 BCI Adaptive coping  14, 15, 17, 18, 
20, 22, 23, 24, 
25, 27, 28.  
Subscale items 
removed  
504  BCI Maladaptive coping  13, 16, 19, 21, 
26. 
Subscale items 
removed  
504 FFMQ Observing  6, 10 Subscale items 
removed  
504 FFMQ Describing  1, 2, 5, 11 Subscale items 
removed  
504 FFMQ Non-Reactivity  3.9 3.33 
504 FFMQ Non-Judging  4,7 2.33 
Recoded 3.67 
504 FFMQ  Acting With 
awareness  
8 1.5 
Recoded 4.5 
522 SSQ Work-Home Conflict  10 0 
533 SSQ Poor Service User 
Skills  
4, 9 1 
554 MBI Emotional Exhaustion  20 1.5 
554 SSQ Poor Service User 
Skills  
6 0 
555 BCI Adaptive Coping  17, 18, 20, 22, 
23, 24, 25, 27, 
28. 
Subscale items 
removed  
555 BCI Maladaptive Coping  19, 21, 26 0.75 
591 SSQ Lack of Staff Support  27 0.5 
662 MBI Personal 
Accomplishment  
4 2.86 
 
662 SSQ Poor Service User 
Skills  
5, 16 
 
1.4 
662 FFMQ Non-Judging  7 2.5 
Recoded 3.5  
667 BCI Maladaptive Coping  6 1.64 
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Appendix L 
Managing Outliers 
Measure  Subscale  Code 
Number  
Item Value  Highest 
Subscale 
Score  
Adjusted 
Item Value  
MBI Emotional 
Exhaustion 
36 50.63 44 45 
MBI Emotional 
Exhaustion 
219 52 44 45 
MBI Emotional 
Exhaustion 
584 47 44 45 
MBI Depersonalisation  27 18 15 16 
MBI Depersonalisation 219 24 15 16 
MBI Depersonalisation 507 19 15 16 
MBI Depersonalisation 666 18 15 16 
BCI Maladaptive 
Coping  
277 38 35 36 
FFMQ Describing  74 6 10 9 
FFMQ Describing  207 5 10 9 
FFMQ Describing 268 8 10 9 
FFMQ Describing  554 7 10 9 
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Introduction 
The current literature review provided further insight into the effectiveness of 
Mindfulness Based Stress Reduction (MBSR; Kabat-Zinn, 1982) programmes on the 
psychological functioning of healthcare professionals (HCPs). The current research study 
provided valuable information into the role of coping and dispositional mindfulness upon 
occupational stress and burnout amongst mental healthcare professionals (MHCPs) employed 
within secure hospitals (SHs). Implications to theory, clinical practice and future research 
will be considered, along with a reflective commentary regarding the process and personal 
issues the researcher encountered from conducting the research.  
 
Implications for Future Research and Theory Development 
The main findings from the current literature review and current research study will be 
discussed in relation to implications for theories for coping, occupational stress, burnout and 
mindfulness. Implications for future research will also be considered.   
 
Literature Review Findings  
The literature review findings highlighted that MBSR was effective in improving 
anxiety, depression, rumination, stress and increasing self-compassion. MBSR also proved to 
be effective in increasing overall levels of mindfulness. These findings provided some 
support for Shapiro, Carlson, Astin and Freedman’s (2006) model of mindfulness and the                                                                                                                                                                                                                                                                                                                                                                                                                                                    
concept of reperceiving, which involves an individual’s ability to observe their thoughts and 
feelings with greater clarity. This is because the current literature review findings relating to 
MBSR effects on stress and related psychological problems (e.g., anxiety and depression), 
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suggested that the process of reperceiving may have reduced the power of the stress reaction 
(Kabat-Zinn, 2013) in HCPs. Consequently, this process may have led to HCPs employing 
more adaptive, effective coping strategies, which in turn may have reduced levels of stress.  
With regards to the specific facets of mindfulness, the current literature review found 
that MBSR was less effective in improving some of the facets (e.g., describing and acting 
with awareness) compared to other facets (e.g., observing, and non-judgement and non-
reactivity to inner experiences). These findings could be attributed to the premise that the 
mindfulness facet acting with awareness may take longer to develop than other facets of 
mindfulness, therefore, the completion of MBSR programmes may be less likely to result in 
improvements in acting with awareness. Furthermore, Shapiro et al. (2006) highlighted that 
reperceiving leads to the mechanism of self-regulation, and this then results in the use of 
adaptive coping strategies and reductions in stress. Future research is required into the facets 
of mindfulness that are included in MBSR programmes (e.g., acting with awareness) which 
may facilitate the process of self-regulation and subsequent reductions in levels of stress.  
However, the current literature review findings showed that MBSR programmes were 
not as effective in reducing burnout or increasing resilience in HCPs. The findings relating to 
resilience, however, need to be treated with caution because only two studies from the current 
literature review examined this aspect of psychological functioning. These findings may be 
attributed to the premise that burnout is a psychological problem that may take longer to 
recover from than other psychological problems such as anxiety, depression and stress 
(Manotas, Segura, Eraso, Oggins, & McGovern, 2014). Furthermore, in the available burnout 
literature there is no clear differentiation between interventions designed to prevent burnout, 
and those created to help professionals recover (Morse, Salyers, Rollins, Monroe-DeVita & 
Pfahler, 2012). Burnout has been conceptualised along a continuum (Morse et al., 2012), 
which may explain why currently, there is a lack of specificity relating to burnout 
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interventions in the literature. Further research into burnout interventions would benefit from 
greater clarity and specification to help inform intervention planning (Morse et al., 2012).  
According to the Quality Assessment Tool for Quantitative Studies (Effective Public 
Health Practice Project, 1998), most of the research studies included in the current literature 
review were of a weak to moderate quality. Many of the studies had methodological 
limitations relating to small sample sizes, self-selected samples and over-representation of 
Caucasian women. Several of the studies lacked randomisation, blinding procedures and 
control groups, and only one study included a treatment comparison (e.g., leadership course) 
to MBSR (Pipe, Bortz, & Duek, 2009). Further research needs to endeavour to use more 
robust study designs (e.g., randomised controlled trials), include bigger sample sizes and 
achieve heterogeneous samples. In addition, the effectiveness of MBSR programmes may 
benefit from being compared with other psychological interventions designed to improve 
psychological functioning in MHCPs in different mental health settings (e.g., SHs).   
 
Research Study Findings  
Levels of Occupational Stress and Burnout amongst MHCPs in SHs Compared with Other 
MHCPs 
Findings from the current research study demonstrated that MHCPs reported elevated 
levels of occupational stress, that levels of emotional exhaustion and depersonalisation both 
fell within the moderate burnout range and personal accomplishment fell within the low 
burnout range.  These findings provided some support to Lazarus and Folkman’s (1984) 
Cognitive Appraisal Theory, because MHCPs experiences of coping and stress may be 
influenced by their cognitive appraisal of situations as potentially harmful and/or threatening, 
and this, in turn may have contributed to the reported elevated levels of occupational stress 
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and burnout (e.g., emotional exhaustion and depersonalisation). Furthermore, Maslach et al’s 
(1996) model of burnout highlighted that emotional exhaustion and depersonalisation were 
highly correlated, this may explain why previous research and the current study found similar 
levels of burnout for emotional exhaustion and depersonalisation in MHCPs in SHs (Brooker 
& Whyte, 2001; Coffey, 1999; Elliott & Daley, 2013; Ewers, Bradshaw, McGovern, & Ewer, 
2002; van Dierendonck, Schaufeli & Buunk, 1996).  
The current research study showed that MHCPs employed within SHs reported 
significantly slightly higher levels of stress than MHCPs employed within learning disability 
services (Robertson et al., 2005). However, the lack of substantial differences found in 
burnout levels between MHCPs employed in mainstream services (Happell, Martin, & 
Pinikahana, 2004) and those employed in SHs in this study proved surprising. This was due 
to the assumption that MHCPs employed within SHs were more likely to experience burnout 
due to working with service users with complex and enduring mental disorders (Savicki & 
Cooley, 1987), who have committed criminal offences and who often exhibited an increased 
risk of challenging and aggressive behaviours compared with service users in other mental 
health services (Mason, 2002).  
 Contrary to the assumption that SHs are associated with increased burnout, Happell 
et al. (2003) found that mainstream mental health nurses reported higher burnout for 
emotional exhaustion, depersonalisation and personal accomplishment than forensic nurses. 
Researchers have previously argued that aggression displayed by service users in SHs is 
generally expected, and often tolerated as part of the treatment programme (Dickinson & 
Wright, 2008), which could explain why the current research study found burnout levels were 
lower than anticipated in MHCPs employed in SHs. This research finding provided further 
insight into differences in occupational stress and burnout levels between different groups of 
MHCPs.  
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Future research investigating occupational stress and burnout levels between 
mainstream and forensic MHCPs, are encouraged to use primary rather than secondary data 
so that the underlying distribution of the data for both samples is known, and differences 
between groups can be controlled.  
 
Dispositional Mindfulness in MHCPs in SHs and Maladaptive Coping, Occupational Stress 
and Burnout  
The present study showed that MHCPs employed in SHs that reported higher levels of 
dispositional mindfulness, also reported lower levels of maladaptive coping, occupational 
stress and burnout. The current research suggested that the attentional aspects of mindfulness 
may be related to the cognitive appraisal process of symptoms of stress (Salmon et al., 2004). 
Lazarus and Folkman’s (1984) Cognitive Appraisal Theory of coping and stress highlights 
that coping responses are instigated by a cognitive appraisal of events as challenging, harmful 
and/or threatening. Therefore, it could be argued that MHCPs experiences of coping and 
stress are influenced by the attentional aspects of mindfulness, which, in turn may lower the 
perceived threat of challenging and/or potentially threatening situations that occur within SHs 
(e.g., service users swearing at MHCPs).  
 
Coping Strategies and Facets of Dispositional Mindfulness Predictive of Occupational Stress 
and Burnout in MHCPs in SHs  
The research study found that when adequate supervision and ward based/non-ward 
based MHCPs were accounted for, higher levels of maladaptive coping significantly 
predicted higher levels of occupational stress and emotional exhaustion and lower levels of 
personal accomplishment. These findings reinforced that maladaptive coping responses were 
associated with negative health outcomes, namely occupational stress and burnout. Elliott & 
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Daley (2013) demonstrated that higher emotional exhaustion levels were found amongst 
MHCPs employed in medium SHs who consumed more alcohol, and higher 
depersonalisation levels amongst those who smoked. They argued that MHCPs employed in 
medium SHs with higher levels of burnout employed palliative, more avoidant coping 
strategies (e.g., heavy smoking and excessive alcohol consumption). In order to help build on 
existing coping theories and develop interventions designed to target occupational stress, 
research investigating the types of coping strategies employed in MHCPs within SHs would 
be of benefit in the future.  
The present study also showed that when adequate supervision and ward based/non 
ward-based MHCPs were taken into account, a higher level of acting with awareness 
significantly predicted lower levels of emotional exhaustion and depersonalisation. 
Interestingly, the other facets of mindfulness, namely observing, describing and non-judging 
of inner experiences and non-reacting to inner experiences were not found to be significant 
predictors of burnout. The current study findings provided some support for self-
determination theorists (Brown & Ryan, 2003) because the attentional and self-regulation 
aspects of mindfulness (e.g., acting with awareness) may have 1) helped lower the automatic 
stress-reaction in MHCPs in SHs, and 2) lowered their perceived levels of stress and 
subsequent experiences of burnout. The present study has contributed to existing Self-
Determination Theories (Brown & Ryan, 2003), because the findings suggested that acting 
with awareness may play a contributory role in the process of self-regulation. 
The current study also demonstrated that higher levels of occupational stress 
significantly predicted higher levels of burnout (e.g., namely emotional exhaustion and 
depersonalisation), and that higher levels of acting with awareness significantly predicted 
lower levels of emotional exhaustion and depersonalisation, however, this was not the case 
for personal accomplishment. It could therefore be proposed that higher levels of acting with 
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awareness may play a moderating role in reducing the adverse effects of occupational stress 
on burnout (e.g., emotional exhaustion and depersonalisation) in MHCPs employed in SHs. 
This proposed process is illustrated in Figure 1.  
Insert Figure 1 
 
The proposed model suggested that higher levels of acting with awareness may lower 
the negative effects of occupational stress, and consequently this process may lower 
vulnerability to developing burnout, namely emotional exhaustion and depersonalisation, 
amongst MHCPs employed in SHs. However, the proposed moderating effects need to be 
empirically tested in future research, because if the proposed model is accurate then acting 
with awareness could be a possible strategy in lowering the adverse effects of occupational 
stress and preventing burnout (e.g., emotional exhaustion and depersonalisation) in MHCPs 
employed in SHs.  
 
Implications for Clinical Practice 
The main findings from the current literature review and current research study will 
be discussed in relation to implications for clinical practice, namely managing occupational 
stress and burnout amongst MHCPs employed in SHs and the design and implementation of 
Mindfulness Based Interventions (MBIs). 
 
Literature Review Findings  
The current literature review produced helpful findings into additional variables that 
had not been fully explored in previous reviews of MBIs in HCPs. These variables included 
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1) MBSR programme duration; 2) MBSR instructor experience and treatment integrity; 3) 
mindfulness home practice and 4) MBSR participant incentives. The findings from the 
current literature review highlighted a range of implications for clinical practice relating to 
the design and implementation of MBIs and MBSR programmes for HCPs.   
 
MBSR Programme Duration  
Similar to previous research, the literature review reinforced the findings that briefer 
MBSR programmes (e.g., 4-7 weeks) were just as effective as the traditional eight-week 
MBSR programmes. However, MBSR programmes that were delivered in fewer than three 
weeks were also found to produce positive outcomes for HCPs’ psychological functioning, 
namely anxiety, depression, burnout and stress (Ando, Natsume, Kukihara, Shibata, & Ito, 
2011; Fortney, Luhterhand, Zakletskaia, Zgierska, & Rakel, 2013; Hallman, O’Connor, 
Hasenau, & Brady, 2014).  
Three of the studies included in the current literature review that delivered 
abbreviated MBSR programmes in four weeks or less were conducted within inpatient 
psychiatric hospitals (Brady, O’Connor, Burgermeister & Hanson., 2012; Hallman et al., 
2014) and in an elderly hospital ward (Ando et al., 2011). All three studies found significant 
findings for different psychological problems, namely, reductions in stress (Brady et al., 
2012; Hallman et al., 2014), anxiety and depression (Ando et al., 2011). Improvements were 
also observed for burnout but these were not found to be significant (Brady et al., 2012).  
The current literature review findings, therefore, suggested that briefer MBSR 
interventions may be a viable option for MHCPs employed within SHs, because they 
appeared to have positive treatment outcomes, and could prove to be more accessible to a 
staff group that may already find it difficult to attend training sessions due to time and 
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staffing restrictions (Shapiro et al., 2008). These assertions need to be treated with caution as 
further research is required to investigate the effectiveness of MBIs and MBSR programmes 
on psychological functioning in MHCPs employed within SHs. Further research is also 
required to establish whether there is a minimal effective amount of MBSR that may alleviate 
stress and related problems amongst MHCPs, which in turn could help inform future 
intervention planning (Smith, 2014). 
 
MBSR Instructor Experience and Treatment Integrity  
The current literature review findings suggested that instructor experience may not 
influence treatment effectiveness of MBSR programmes on psychological functioning in 
HCPs, as MBSR instructors delivered interventions in research studies that produced both 
significant and/or non-significant findings.  In addition, only one study included in the 
current literature review reported that programme fidelity was checked by MBSR instructors 
after each session (deVibe et al., 2013).  These findings suggested that the competency levels 
of MBSR instructors and the systematic evaluation of training sessions (e.g., via video 
recordings of sessions) is required, in order to ensure quality of care and maintain the 
programme integrity of MBSR programmes.  
 
MBSR Mindfulness Home Practice  
The literature review findings also showed that mindfulness home practice was 
associated with improvements in mental distress (deVibe et al., 2013), stress and burnout 
(Bazarko, Cate, Azocar & Kreitzer, 2013). However, previous research has highlighted that 
practicing mindfulness outside of the MBSR sessions can prove particularly difficult for 
people, especially remaining disciplined and motivated to complete the home practices 
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(Erogul, Singer, McIntyre & Stefanov, 2014). Furthermore, Brady et al. (2011) explored 
barriers to meditating daily in MHCPs in an acute psychiatric unit. A thematic analysis of the 
data demonstrated that barriers included: 1) mindfulness practices were not placed on a 
calendar; 2) MHCPs were preoccupied with other things; and 3) MHCPs were pressured to 
get involved with family and other people once returning home from work. Thus in light of 
the current literature review findings which have demonstrated the importance of mindfulness 
home practice, briefer exercises may prove accessible for HCPs and could result in further 
improvements in psychological functioning. Further research is clearly required to investigate 
the quality and quantity of mindfulness home practice. 
 
MBSR Participant Incentives  
The use of incentives to help increase MHCPs engagement in MBSR programmes in 
inpatient psychiatric hospitals have been attempted in previous research studies (Brady et al., 
2012; Hallman et al., 2014). The current literature findings suggested that such incentive 
programmes have been rather unsuccessful due to the demands of hospital regimes placed 
upon MHCPs.  In order to maximise the effectiveness of MBIs and MBSR programmes for 
improving psychological functioning in MHCPs employed in SHs, recommendations for best 
practice regarding how MBIs and MBSR programmes can be successfully implemented in 
SHs are required.  
 
Research Study Findings   
 The findings from the current research study generated a range of clinical implications 
in relation to managing occupational stress and burnout amongst MHCPs employed in SHs. 
In addition, a variety of clinical implications were also generated for the design and 
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implementation of Mindfulness Based Interventions (MBIs) in reducing occupational stress 
and preventing burnout in MHCPs employed within SHs.  
 
Managing Occupational Stress and Burnout amongst MHCPs in SHs 
The current research study demonstrated that MHCPs employed within SHs displayed 
elevated levels of occupational stress. The factors that MHCPs employed within SHs reported 
as causing them the most occupational stress included, service user’s challenging behaviour, 
poor service user’s skills, lack of resources and low-job status. Elliott and Daly (2013) found 
that the same four factors also caused the most occupational stress in a sample of MHCPs 
employed in medium SHs in the UK. Oddie and Ousley (2007) found that limited resources 
and staff conflict were associated with occupational stress and burnout in mental health 
nurses and occupational therapists employed within a medium SH. Findings from the present 
study supported existing research which concluded that MHCPs employed in SHs found 
certain occupational factors particularly stressful, this, in turn highlighted that occupational 
stress interventions need to address both occupational and individual factors.  
Despite the premise that emotionally challenging and stressful situations are accepted 
as an inherent part of working in SHs (Dickinson & Wright, 2008); the present study 
demonstrated that a concerning percentage of MHCPs employed in SHs reported high levels 
of burnout. Burnout has previously been found to be associated with a variety of mental (e.g., 
anxiety, depression, impaired memory and sleep problems) and physical (e.g., neck and back 
pain) health problems in professionals from different occupational groups (Peterson et al., 
2008). Previous research has also demonstrated that burnout amongst employees can have a 
range of negative consequences for organisations. For example, financial costs relating to 
staff sickness and high staff turnover (Medland, Howard-Ruben &Whitaker, 2004; Wright, 
2005), reduced quality of service-user care (Coffey, 1999) and decreased job satisfaction 
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(Aiken, Clark, Sloane, Sochalski & Silber, 2002). Therefore, the current research findings 
highlighted the importance of organisations being aware of the level of burnout prevalent 
amongst their employees and of investigating the underlying causes of their levels of distress.    
The current research findings also suggested that despite MHCPs employed in SHs 
experiencing moderate levels of burnout, they also retained some positive personal 
accomplishment, and thus continued to feel confident in performing their duties. This 
research finding may lend support to Maslach and colleagues (2006) who argued that 
depersonalisation appeared to be related to the experience of emotional exhaustion, and that 
depersonalisation slowly developed as a means of reducing levels of emotional energy 
necessary to work with service users. Thus organisations need to be aware of, and investing 
heavily in, the occupational factors that help to maintain positive personal accomplishment 
amongst MHCPs employed within SHs. Further research to investigate how personal 
accomplishment differs as a construct in comparison to the two other components of burnout 
(e.g., emotional exhaustion and depersonalisation) would also prove beneficial.  
 
Mindfulness Based Interventions for Occupational Stress and Burnout  
The current research study demonstrated that higher levels of acting with awareness was a 
significant predictor of lower levels of burnout (e.g., emotional exhaustion and 
depersonalisation). This finding suggested that acting with awareness may prevent 
components of burnout, namely emotional exhaustion and depersonalisation, compared with 
other facets of mindfulness, such as observing, describing, non-judging of inner experiences 
and non-reacting to inner experiences amongst MHCPs in SHs. This finding suggests that the 
mindfulness facet acting with awareness may contribute to the function of self-regulation, 
and that changes in self-regulation may help prevent burnout in MHCPs employed in SHs.  
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However, it is important to note that the mindfulness facet acting with awareness also 
includes attention regulation and body awareness skills that are used in the other facets of 
mindfulness (e.g., observing, describing, non-judging of inner experiences and non-reacting 
to inner experiences). Holzel and colleagues (2011) proposed that self-regulation skills are 
enhanced through mechanisms of mindfulness such as attention regulation and body 
awareness. This suggests the importance of individuals completing formal mindfulness 
practices that facilitate the development of the attentional aspects of mindfulness (e.g., 
observing the physical sensations in the body), in order to further enhance their ability to 
attend to their actions mindfully and act with awareness.  
Formal mindfulness practices included in MBSR programmes that involve attending 
to one’s actions mindfully and acting with awareness are mindful walking and Hatha Yoga 
postures and stretches (Kabat-Zinn, 2005). Attending to one’s actions can also comprise of 
informal mindfulness exercises, including acting with awareness in daily activities (e.g., 
brushing teeth and washing dishes) and engaging in physical activities and/or hobbies (e.g., 
drawing, sewing, running and swimming). Based upon the current research findings, it can be 
suggested that arguably, completing formal and informal mindfulness practices that involve 
the use of attentional and self-regulation skills could help prevent burnout (e.g., namely 
emotional exhaustion and depersonalisation) amongst MHCPs employed within SHs.  
Previous researchers have highlighted that intervention strategies designed to address 
occupational stress and burnout have predominantly targeted either change in the individual 
employees (e.g., internal factors) or change in the employees work environment (e.g., 
external factors) (Morse et al., 2012). Fundamentally, MBIs and MBSR programmes have 
been specifically designed to target peoples’ coping skills specifically. Thus it can be 
questioned whether MBIs or MBSR programmes are effective in reducing occupational stress 
and preventing burnout in the long-term, if external work stressors continue to be present 
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(e.g., excessive workload, lack of resources and role ambiguity). Awa et al. (2010) concluded 
that significant improvements in burnout achieved from individually targeted interventions 
were not present six to twelve months post-intervention, with the exception of programmes 
that also included booster sessions (e.g., refresher sessions on adaptive coping post-
intervention). Arguably further research is called for to investigate whether MBIs that 
included booster sessions achieved more effective treatment outcomes, than interventions that 
did not.  
However some researchers have criticised individually targeted burnout interventions 
and have highlighted that organisational factors (e.g., excessive workload, lack of resources 
and role ambiguity and conflict) are often antecedents to burnout, and should be targeted in 
interventions (Morse et al., 2012). Dickinson and Wright (2008) highlighted a number of 
recommendations that could help to reduce occupational stress and prevent burnout in 
forensic mental health nurses, these included: 1) clinical supervision; 2) openness and 
honesty with managers; and 3) for staff to rotate wards to facilitate personal and professional 
development. Similarly, the current study findings showed that inadequate supervision 
significantly predicted higher occupational stress and emotional exhaustion levels in MHCPs 
employed in SHs. The findings arguably suggested that MBIs and MBSR programmes may 
prove to be more effective for longer, if both external organisational factors (e.g., lack of 
supervision) and individual internal factors (e.g., coping skills) are addressed. Again further 
research is called for to investigate whether MBIs and MBSR programmes addressing both 
external and internal factors achieve more effective treatment outcomes, than interventions 
that did not.  
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Reflective Commentary 
 
A reflective commentary relating to the researcher’s experiences of conducting the research 
will be discussed. This will refer to the researcher’s motivations for the research study, and 
the process and personal issues the researcher encountered whilst conducting the research. 
 
Motivations for the Research Study 
One of my motivations to complete this research project was based on my passion for 
forensic mental health. I initially completed a Masters in Applied Forensic Psychology at 
York University in 2004. I then worked in the HM Prison Service and within low and 
medium SHs. During this time my interest in how people coped with emotionally challenging 
situations began. My Masters research investigated the role of coping styles, emotional 
control and emotional behaviour in suicidal behaviour in young offenders. My clinical 
experience then highlighted that the role of MHCPs within forensic inpatient settings (e.g. 
prisons and SHs) can be exciting and incredibly rewarding, yet also emotionally challenging 
and stressful. With this in mind, I was aware that there appeared to be a lack of interventions 
in place to help promote staff coping and wellbeing, despite there being such high levels of 
staff sickness and absenteeism within forensic inpatient settings.  
I was first introduced to mindfulness from a Dialectical Behaviour Therapy (DBT; 
Linehan, 1993) framework whilst working within a medium SH. My knowledge of 
mindfulness then developed from reading about and practising meditation from a Buddhist 
perspective. I then completed the MBSR course at the Centre for Mindfulness Research and 
Practice, Bangor, as part of my first year of clinical psychology training. This further 
developed my knowledge of mindfulness and how I could apply it in my clinical practice 
with service users. I also gained many personal benefits from employing mindfulness skills in 
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my daily life. This, in turn prompted the idea that MBIs could be a viable intervention for 
MHCPs employed in SHs to help reduce occupational stress and prevent burnout.  
 
Process and Personal Issues  
 An initial challenge of conducting the current research involved attending the NHS 
Wales Research Ethics Committee (REC) meeting. I found this to be an anxiety provoking 
experience as I was not sure of what to expect. In hindsight, I felt that I answered the 
questions asked by the panel in a defensible manner. A further challenge was the uncertainty 
that I experienced with regards to which hospitals would agree to participate in the research. 
Consequently, I experienced some worries relating to ensuring that I had a sufficient sample 
size for the research study. The biggest challenge and most frustrating aspect of conducting 
the current research study was the process of recruiting SHs across the private sector and four 
different health boards in Wales. All five SHs had different research protocols and 
authorising processes to overcome, which at times were unclear and very time-consuming.  
The next biggest challenge was the coordination of the research project amongst the 
five different SHs. There was a lot of correspondence with the research contacts at each site. 
This ranged from the submission of the Site Specific Information Forms to Research and 
Development Departments, to obtaining all the relevant information to prepare the postal 
research packs for each site. A lesson learnt from conducting this research with a postal 
questionnaire design, was that it would have been more effective to have recruited from 
larger research sites. This is because a higher return of questionnaires is expected from bigger 
research sites, and the fewer sites recruited the less coordination and correspondence 
required.    
 Completing the research study has been an interesting and rewarding 
experience, as I have learnt a lot from the MHCPs that participated in the study and from both 
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my research supervisors. I felt that I demonstrated good organisational skills in order to 
manage the competing demands of completing a multi-site study. However, there were 
aspects of the research process that proved to be emotionally challenging. At these times I 
sought support from family and friends. I also engaged in physical exercise, namely walking 
and mountain biking, and I attempted to engage in these activities mindfully. The findings 
from the current research study have reinforced my initial thoughts that MBIs could be an 
effective intervention in reducing stress and preventing burnout in MHCPs in SHs. Since I 
started this research I have observed an increase in MBIs available for MHCPs that work 
within mainstream mental health services, this is promising, and I hope to see this develop 
across more specialised areas of mental health (e.g., forensic inpatient settings).  
 
Conclusion 
The current literature review demonstrated that MBSR proved to be effective in 
reducing anxiety, depression, trait anger, rumination, stress and increasing mindfulness and 
self-compassion. However, MBSR does not appear to be as effective in reducing burnout and 
improving resilience. Findings relating to resilience, however, need to be treated with caution 
because only two studies in the current literature review examined this aspect of 
psychological functioning. The current literature review highlighted that MBSR was an 
effective intervention in improving psychological functioning in HCPs. However, better 
quality studies with more robust study designs, which also have bigger samples sizes, 
heterogeneous samples and active comparison interventions are required.   
The current research study provided helpful findings into the role of coping and 
dispositional mindfulness upon occupational stress and burnout in MHCPs employed in SHs. 
The research findings demonstrated that higher levels of dispositional mindfulness were 
significantly associated with lower levels of maladaptive coping, occupational stress and 
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burnout in MHCPs employed in SHs. In addition, higher levels of occupational stress were 
found to significantly predict higher levels of burnout (e.g., namely emotional exhaustion and 
depersonalisation) and higher levels of acting with awareness were found to significantly 
predict lower levels of emotional exhaustion and depersonalisation. The possible moderating 
effects of higher levels of acting with awareness on the relationship between occupational 
stress and burnout (e.g., emotional exhaustion and depersonalisation) were also explored, 
although the viability of this hypothesis needs to be rigorously tested in future empirical 
research.  
The current research study also highlighted that the attentional and self-regulation 
aspects involved in acting with awareness, may arguably prove to be effective in preventing 
burnout, namely emotional exhaustion and depersonalisation, in MHCPs employed in SHs. 
The importance of completing formal and informal mindfulness practices to develop the 
necessary attentional and body awareness skills was also highlighted, and this, in turn could 
lead to improvements in self-regulation. Arguably, these changes in self-regulation could 
help prevent components of burnout in MHCPs employed in SHs. The findings from the 
current literature review demonstrated that briefer MBSR programmes, along with briefer 
mindfulness home practices, may prove to be a more effective and less costly way of 
implementing MBSR interventions to help reduce occupational stress and burnout in MHCPs 
in SHs.  
However, the current research study also showed that receiving inadequate 
supervision was a significant predictor of higher levels of occupational stress and emotional 
exhaustion levels. This suggested that occupational stress and burnout interventions need to 
address both individual factors (e.g., coping strategies) and organisational factors (e.g., lack 
of supervision), to ensure that occupational stress and burnout are successfully managed in 
the long-term amongst MHCPs employed within SHs. 
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Figure 1. Proposed moderating effects of acting with awareness on the relationship 
between occupational stress and burnout   
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